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THE VALUE OF FEMORAL OSTEOTOMY FOR 
DISEASES AND INJURIES OF THE 
HIP JOINT. 





By Tuomas KING, 


Honorary Orthopedic Surgeon, Saint Vincent's Hospital, 
Metbourne. 





THis paper deals only with the mechanical or 
“weight-shifting” osteotomies of Lorenz (1918) and 
the later modification by Schanz; simple osteotomy 
for the correction of residual deformities of healed 
tuberculous disease, bony ankylosis et cetera is 
excluded. The Lorenz osteotomy—that is, the 
shifting of the end of the femur (after division just 
above the lesser trochanter) as far under the 
acetabulum as possible—is a simple and effective 
operation, but sometimes is not feasible (for 
example, in the presence of marked osteophytic 





1Read at the annual meeting of the Australian Orthopedic 
Association (British Medical Association) on March 14, 1939. 


outgrowths). The Schanz operation is to obtain 
strong adduction of the femoral neck and caput 
femoris, so that after the osteotomy has united 
firmly the weight bearing is displaced medially on 
account of the adduction of the proximal oste- 
otomized fragment. In theory it more closely 
approaches perfection; from a mechanical stand- 
point it is always possible or feasible, but is the 
more difficult operation. In either operation the 
new line of weight bearing is thrown towards the 
mid-line of the body and away from the vulnerable 
cranio-lateral sector of the caput femoris and 
acetabulum, where weight bearing causes pain, 
aggravates disease and eventually causes a patho- 
logical dislocation. S. A. 8. Malkin, at the annual 
meeting of the British Medical Association at 
Melbourne in 1935, reminded us that the old 
“blind” or “button-hole” osteotomy for correction 
of the severely adducted and flexed osteoarthritic 
hip cured pain as well as corrected deformity 
for which the operation was originally planned; 
but its mechanical value for the cure of pain was 
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unfortunately not then appreciated. This paper is 
based on a study of the following 52 patients, who 
have been treated by means of a “weight-shifting” 
osteotomy for diseases and injuries of the hip joint. 


. 26 patients. 
. 12 patients. 


Osteoarthritis of the hip ex 
Old fracture of the femoral neck 


“Slipped epiphysis” (adolescent cora vara) 7 patients. 
Tuberculous hip disease . 5 patients. 
Dislocated hip <a 2 patients. 


. 52 patients. 


Total 


Osteoarthritis of the Hip. 


Osteotomy for osteoarthritis of the hip has been 
ably advocated by T. P. McMurray (Liverpool) in 
recent years. E. W. Hey Groves, in 1931, referred 
to the value of this old-fashioned operation and 
Lorenz’s modification of it in 1918. Osteoarthritis 
of the hip is defined for the purposes of this paper 
as the progressive degenerative changes caused by 
the harmful effect of weight bearing on an abnormal, 
injured or old healed diseased joint. The caput 
femoris is deformed so that corresponding changes 


are present in the acetabulum and also in the 
synovial membrane, fat capsule et cetera. Any 
abnormal joint wears out with weight bearing. The 


primary 
bone may 
epiphysis”, 
hip (especially when much force has been used for 
the reduction), healed infantile infective arthritis, 


be old Perthes’s disease, “slipped 


old reduced congenital dislocation of the | 
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cause of the degenerative changes in the | 


healed fracture of the femoral neck, trauma of any | 


kind to the hip joint, if severe enough (such 
traumatic dislocation), 
softening of the bone in old age, inherent weakness 
of the joint, impaired synovial fluid mechanism 
within the joint (Gilmour), and other and unknown 
eauses. But the real cause of the progressive osteo- 
arthritis is the evil effect of long-continued weight 
bearing. In other words, osteoarthritis is a 
mechanical disease. Any weakened joint in the 
lower extremity is certain eventually to become 
osteoarthritic or worn out as a result of weight 
bearing. Many patients with third-degree Pott’s 


as | 
congenital flat acetabulum, | 


fractures ultimately suffer from these degenerative | 


changes; some with second-degree Pott’s fractures 
do likewise; the same applies to patients with a 
damaged subastragaloid joint after a severe frac- 


ture of the os calcis and a damaged hip joint after | 


a healed fracture of the femoral neck. Therefore all 
patients with these fractures should avoid weight 
bearing for at least six months after the injury. 
even for twelve months, in order to obviate, if 
possible, the almost inevitable onset of degenerative 
or traumatic osteoarthritis. 


Weight bearing during | 


the inflammatory reactionary period is certain to | 
cause crushing of the softened articular ends of the | 


bones. 
many years, and the patient complains when pain 
first occurs. Often, despite extraordinary degenera- 
tive changes in the joint, there is little pain, until 
perhaps after some slight injury. Thereafter the 
pain is seldom absent, and, if so, only temporarily, 
on account of palliative measures, for example, 


Sometimes the changes develop slowly over | 


F EBRUARY 


4, 1940. 





rest and heat. In any case the changes are inevit- 
ably progressive. I have to say that after treating 
by means of walking casts hundreds of fractures 
involving joints in the lower extremities, such as 
the ankle, I have during the past two years generally 
forbidden walking casts except for first-degree Pott’s 
fractures, because plaster casts do not protect the 
injured joints from the harmful effect of weight 
bearing—that is, from traumatic osteoarthritis. A 
patient with a severe fracture of the os calcis should 
wear a weight-relieving walking caliper for twelve 
months, although a plaster cast, with no weight 
bearing, is used in the early stages. A third-degree 
Pott’s fracture requires six months. Furthermore, 
I found that delayed union was occurring too often 
in fractures of the shafts of the tibia and fibula, 
and attributed this to the shearing and torsion effect 
of the walking cast. It is well known that the 
pressure stimulus in a walking cast is favourable to 
osseous union; but a person walking in a long 
walking plaster cast, including the knee joint, 
plants the foot firmly on the ground and pivots 
forward with a torsion which twists the whole 
weight of the body on the fracture site. This causes 
delayed union. I believe that delayed union would 
be more frequently seen if patients were obedient 
when instructed to walk in plaster casts. Therefore, 
a walking caliper is better if the fracture is still 
ununited after twelve weeks in a plaster cast. Since 
osteoarthritis of the hip is also a degenerative 
disease, the patients with this condition cannot 
expect benefit at all from drugs (except for the 
relief of pain), vaccines, gold injections et cetera. 
Relief from pain is usually obtained for a long time 
with physiotherapeutic measures, for example, heat 
et cetera. Later, a weight-relieving walking caliper 
benefits the patient if he can wear it; but usually 
this is not possible because of the adduction and 
flexion deformity. Osteotomy is of value because 
it alters the transmission of weight. The choice lies 
between walking with pain, using crutches or sitting 
in a chair for most of the day. 


Indieations for Operation. 


The following were the considerations relating to 
operation in these 26 cases: 

1. The patients could not stand the intolerable 
pain on walking and “would sooner be dead” than 
continue as they were, although, of course, they 
were free from pain on resting. 


2. They no longer received any real relief of 


pain from physiotherapeutic measures, such as 
diathermy, short-wave therapy et cetera; bone 
drilling had failed to relieve a few of them. Long 


ago they had abandoned any hope of relief from 
long and expensive courses of drugs and injections 
and of treatment by bone-setters and osteopaths. 

3. The patients were prepared to undergo an 
operation which was not dangerous. 

4. They were told that the operation would almost 
certainly guarantee that they could walk again 
without pain. 

5. They must lie in bed, in splints. for three to 
four months after the operation. 
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6. Bodily strength is not restored sometimes for 
about nine months after the operation, and patients 
virtually have to learn to walk again. Herein lies 
a tremendous advantage in Watson Jones’s nailing 
arthrodesis; it may be a boon, if it is the success 
Burns, Burroughs and others claim for it, which 
I doubt. 

7. There is a variable amount of loss of mobility 
of the hip joint, for example, 30% to 50%. This is 
not important, especially as the patients often have 
only a small amount of movement before the 
operation. The relief of pain for those with very 
little movement before the operation seems to be 
just as great as for those with a great deal of 
movement. 

8. The prolonged immobilization in the recumbent 
position for patients aged over sixty to sixty-five 
years often results in a general deterioration; they 
may not recover their strength for a year or 
more; some become gradually weaker. In any 
case people of this age are often just about to 
“break up”; for these the operation too often 
accelerates or initiates the rapid onset of the 
failings of old age. Only six of the patients in 
Table I were aged over sixty years. Of these six, 
two died after operation, two did not recover 
strength for a long time but were relieved of pain, 
one did not recover bodily strength again but was 
absolutely cured of pain, and one had slight pain. 
As a result of these experiences, and also from the 








later), I am led to think that we should be very 
cautious in recommending opere ation for patients aged 
over sixty years. The sister in charge of my ward 
often asks me to operate upon poor old patients 
suffering from recent fractures of the femoral neck 
and insert the Smith-Petersen nail in order to 
facilitate nursing; but she has virtually forbidden 
me to perform osteotomy on a patient aged over 
sixty years. Patients selected for this operation 
should be aged under fifty years, and as a rule not 
over sixty years. 
Summary of Results. 

Osteotomy was performed to relieve pain and to 
allow some mobility to remain. The results are as 
follows: 


Absolutely no pain 19 patients. 


Slight pain 2 patients. 
Pain not relieved 0 patient. 
Died before the result was known 3 patients. 
Still under observation .. 2 patients. 

7 66 Se ee Re ae <a 


These results are satisfactory. In two cases a 
second operation was performed because the bones 
shifted despite immobilization in a long plaster 
cast (Cases 21 and 23). 


Other Operative Methods. 


Other operative methods which might be con- 
sidered are the following: (i) bone drilling (forage), 














results of osteotomies performed on old femoral (ii) arthrodesis, (iii) acetabuloplasty (Smith- 
neck fractures in patients aged over sixty (see Petersen). 
TABLE I. 
Details of Trochanteric Osteotomy for Osteoarthritis. 
r | 
es | 2 Date of 
Patient. (Years). History. Operation. Result. Last Report. 
1 22 Old Perthes’s disease. August, 1935. No pain. 1938. 
2 21 er ty hip disease ; bony ankylosis of _ October, 1935. No pain. | June, 1939. 
other hip. | 
3 65 Ten years old impacted fracture of neck of | November, 1935. No pain; did not recover May, 1939. 
femur. from operation for eighteen 
months. 
4 52 Five years of increasing pain. January, 1936. Could walk three miles pain- Died December, 1938. 
lessly. 
5 74 Impacted fracture of neck of femur three March, 1936. No pain : * now life is worth | March, 1939. 
years before. living " 
6 19 Traumatic dislocation of hip. April, 1936. No pain. 1937. 
7 48 Ten years of increasing pain; traumatic April, 1936. No pain. March, 1939. 
dislocation of hip as child. 
3 65 Old injury (?). April, 1936. —. Died four months after opera- 
tion ; coronary thrombosis. 
9 52 Bilateral osteoarthritis: right side painful. August, 1936. No pain. February, 1939. 
10 74 Caput necrosis, healed femoral neck fracture October, 1936. No pain, but increasingly | March, 1939. 
(Smith-Petersen nail). feeble. 
11 | 50 Charcot’s joint; very unstable. November, 1936. Sudden cardiac failure three 
| weeks after operation. 
12 38 Increasing pain for one year ; old injury (?). February, 1936. No pain. January, 1939. 
13 45 Old injury (?); severe pain and stiffness. April, 1937. No pain, but 75% loss of | November, 1938. 
flexion. 
14 60 Severe pain since childhood ; injury. April, 1937. Pain decreased; shaft not | April, 1938. Death. 
far enough under caput 
Semoris. 
15 46 Failure of “ bone drilling ” June, 1937. Very slight pain. April, 1938. 
16 62 Severe pain. December, 1937. No pain. March, 1939. 
17 75 Increasing pain; patient said she was aged February, 1938. Rapid onset of senility after | April, 1938. 
only sixty-three years. — 
18 27 Infantile infective arthritis. | March, 1938. | March, 1939. 
19 53 Increasing pain. April, 1938. No -_ but very weak still. | May, 1939. 
20 38 Old Perthes’s hip disease (?) . May, 1938. No pain. ebruary, 1939. 
21 54 Osteotomy on right hip before (Number 9); | May, 1938.2 No pain; strength not | May, 1939. 
left hip now. returned yet. 
22 41 Injury (?). | May, 1938. No pain. | January, 1939. 
23 55 Crippled with pain ; could sit in chair only. June, 1938.' Painful : shaft not far enough | Second operation Ape. 1939 
under caput. | no i October, 1939. 
24 29 Traumatic dislocation of hip. | August, 1938. No pain; stable hip. May, 1 . 
25 51 Seventeen stone in weight; increasing pain. October, 1938. No pain ; walking improving. tate 1939. - 
26 28 Old congenital dislocation of hip; severe March, 1939. No pain; uses one stick. September, 1939. 


pain. 
| 








* Second operation on the left hip, because the bones shifted. 
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TABLE II. 
Details of Osteotomy for Old Ununited Fractures of the Femoral Neck.* 





Number of Age 
Patient. (Years). History. Date of Operation. Result. 

1 75 Fracture seven months old; failed Whitman’s August 5, 1936. Walked about house, but with pain, 
plaster. November, 1939. 

2 64 Fracture eight years old; no treatmen August 19, 1936. Never walked. 

3 64 —— eleven weeks old ; failed ae: stiff February 3, 1937. Can just walk, January, 1940. 
nee. 

4 74 Fracture one year old ; failed intraarticular insertion | November 24, 1937. Never walked. 
of Smith-Petersen nail. 

5 72 Fracture one year old ; failed traction ; stiff knee. March 2, 1938. Never walked. 

6 38 Fracture four weeks old, irreducible; patient October 19, 1938. No pain, stable, 50% loss movement; still 
alcoholic. weak, but improving September, 1939. 

7 75 Fracture three months old; failed Whitman’s October 26, 1938. Very slow improvement in walking, 
plaster. September, 1939. 

. 73 _——— eight years old; failed Whitman’s February, 1939.* Very weak ; no pain in hip August, 1939. 
plaster. 


— — 


. Only one patient (Number 6), aged thirty-eight years, has a satisfactory functional result. The anton | is unsuitable for many elderly patients (over 
sixty years). It is too early to report on other patients who were younger, treated by this method ; but the results are promising. 


* Subtrochanteric fracture. Converted into Lorenz osteotomy. 








TABLE III. 
Details of Osteotomy and Extraarticular Osteosynthesis with Fibular Peg for Old and Ununited Fractures of the Femoral Neck.* 





Number Age Date of 





of | ; a 
Patient. (Years). History. Operation. Result. Last Report. 
cameesiomnened = 
1 63 Fracture June 11, 1935; failed traction. June 24, 1936. Osseous union; walked well Dying from phthisis, April, 
for six months, then con- 1939. 
tracted tuberculous hip. 
2 47 Fracture August 3, 1935; failed traction and | March 21, 1937. Osseous union; good function. June, 1939 (see Figure XVIII). 
— insertion of Smith-Petersen 
nail. 
3 50 Fracture over two years old; failed Whit- October 20, 1937. No osseous union; fair June, 1939. 
man’s plaster, traction and two bone function. 
peggings. 
4 60 No treatment for two months. July 29, 1938. Died from paralytic ileus on 


August 7, 1938. 





| 


et In the second “case, in which osseous union resulted (see Figure XVII), function was almost normal ; Number 31 3 has a stable ‘and | almost painless hip : and 
is improving. It is too early to report the results in other patients treated by this method. 











TABLE IV. 
Details of I ntertrochanteric Pauwels- Schanz t Osteotomy f Sor - * Slipped Ep Epiphysis - A Adolescent Coxa Vara).* 
cnenemiermemaiensnssmgutmatatets , psteesinentanieniiaasinastnte seatnsteiemne a 
Numberof| Age | story Date of 
Patient. (Years). | Milstory. Operation. Reeult. 
1 16 | Pain and limp for several months. “Nov ember 4, 1936. | Bony > due to infection along Schanz pins 
» 
2 15 Pain and limp for two years. December 16, 1936. Perfect ; ° ib, 1939. 
3 15 Limping for several months. May 3, 1937. | Perfect; March, 1939 (see Figure X 
4 15 Pain in knee and limp for several months. June 2, 1937. ay ankylosis ‘due to infection ae — pin ; 
are 
5 14 Six months’ splinting for possible tuberculous hip. August 19, 1938. Under observation, good so far; August 30, 1939 
(see Figure XX). 
6 15 Three months’ treatment for tuberculous hip. July 13, 1938. Good, improving; March, 1939. 
7 9 Healed septic arthritic hip several months before. December 21, 1938. In walking caliper now; August, 1939. 





* The bony ankylosis ‘in the first and fourth ¢ cases s followed infection along the track of ‘the Schanz screws, “used to to adduct the uppe r - fragment. The ‘refore I 
no longer use them. 


TABLE V. 
Details of Combined Osteotomy and Extraarticular Arthrodesis for Tuberculous Uip Disease. 








— sien penaiiniiectiniasaiambpanentiele : 








Number of Age | Date of | 
Patient. (Years). | History. Operation. | Result. 
| 
| | 
1 18 Ten years’ conservative treatment ; still active. March 30, 1938. Bony ankylosis; August, 1939 (see Figure X XI). 
2 19 Eighteen months’ recumbency ; still active. December 21, 1938. es : ankylodis; September, 1939 (see Figure 
3 13 Two years’ active disease; immobilized. March 17, 1939. Too “early to report. 
4 21 Eight years’ conservative treatment; still active. March 17, 1939. Too early to — ae Figure XXII A and B). 
5 18 Eight months in Jones frame; still active and June 7, 1939. Too early to report 


destructive after two years. 





(i) I have never used bone drilling (forage) for | as the simple osteotomy is very satisfactory. The 
rheumatoid arthritis, in which J. Forbes Mackenzie | only method safer than osteotomy is the nailing 
obtains good results; but in osteoarthritis I have arthrodesis with the long Watson-Jones nail; this is 
used it with no success, twice only. a minor operation and can be used even for old 

(ii) The intraarticular operation of arthrodesis | people, who are allowed to walk after three weeks. 
is formidable and is therefore unsuitable for the It remains to be seen whether this method will 
middle-aged and elderly and fat patients, especially become established. The results of arthroplasty. 
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Whitman’s reconstruction et cetera are so doubtful 
and the operations are so dangerous and difficult as 
to be unjustifiable. 

(iii) Acetabuloplasty (Smith-Petersen) is a 
valuable method for protrusi acetabuli in a healthy 
young adult; indeed, it is the only practicable 
method before osteoarthritic degeneration or bony 
ankylosis supervenes. It remains to be seen whether 
this measure is of much value in osteoarthritis. 
Whilst it avoids the long period of immobilization 
which is necessary after an osteotomy, the operation 
is more dangerous, despite the splendid view of the 
caput femoris we can now obtain so simply by 
Smith-Petersen’s recent improved exposure. 


presence of cora valga or coxa vara, strong addue- 
tion or subluxation, and on the length of the femoral 
neck et cetera; and in all these cases the radiograph 
showing the trochanteric tubercle is the important 
guide. Before division of the bone is attempted the 
posterior muscles must be stripped from the linea 
aspera and the anterior muscles from the region 
of the calear femoralis. In order to strip the 
muscles from the front of the femur an assistant 
strongly externally rotates the limb by gripping the 
foot. Thereby an anterior view is obtained of the 
calcar femoralis and the lower border of the neck, 
which usually forms the correct line for the ordinary 
Lorenz osteotomy. Internal rotation allows easy 








pelvis”. C: 











~ 





A 





t 


Cc 


A: With a 40° adduction contracture and flexion deformity (not shown) 
a weight-relieving walking caliper, although correct in theory, cannot in 
practice be worn. 
A simple osteotomy (actually a “non-slipping” groove-and- 
tongue osteotomy is illustrated) followed by immobilization of the femur 
in the long axis of the trunk not only corrects adduction deformity but 
displaces weight bearing medial to the diseased cranio-lateral sector of 
the femoral head and acetabulum, where weight bearing causes pain in 


B: 40° adduction is revealed after “squaring up the 


osteoarthritis. 


Figure I. 


The ideal patient for cure of the pain of an osteoarthritic hip by osteotomy has a severe adduction deformity (also 
flexion deformity not shown here). 


Operative Technique (Lorenz Osteotomy). 


A large sandbag is placed under the buttock of the | 


affected hip, which should slightly overhang the 
edge of the table. The great trochanter and the 
upper two inches of the femur are exposed by a 
lateral incision and the trochanteric tubercle (the 
highest attachment of the vastus externus apo- 
neurotic fibres) is clearly defined; the tubercle can 
always be seen in the frontal X ray picture and is 
the landmark for deciding the level of the osteotomy 


on the frontal radiograph. Usually the site of 
osteotomy is a_ finger’s breadth distal to this 


tubercle—that is, an oblique osteotomy parallel with 
the lower border of the femoral neck, which is just 
proximal to the lesser trochanter (insertion of the 
iliopsoas). But the exact site of osteotomy will 
depend upon certain factors—for example, on the 


access for stripping of the linea aspera. If the bone 
is dense, several drill holes, especially in the front 
surface of the femur, are a precaution against 
splintering of the bone and shock to the patient 
when the osteotome is used (J. B. Colquhoun). 
Also, if a large osteotome is used to divide the bone 
quickly, there is great danger that the dense and 
bar-like calcar femoralis will be split off (see under 
“Difficulties”). It is safer to use a narrow osteotome 
(five-eighths of an inch) or, better still, a chisel, 
which is usually sharper, and to chip out the line 
of osteotomy, just as the wood-cutter fells the 
tree. If the assistant strongly externally rotates 
the limb, the calcar femoralis can be dealt with 
anteriorly under vision instead of from the lateral 
direction, which tends to split it. The assistant 
now abducts the limb and the femoral shaft is 
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prized as far under the acetabulum as it will go— 
that is, at least half the diameter of the divided 
bone. In any case the divided surface of the femoral 
shaft should lie under the caput femoris. Recently, 
in order to avoid the danger of the shaft’s slipping 
out later, I have been first of all cutting a lateral 
tongue (Figure II) by drill and osteotome 
(according to Lance and Mommsen) and then the 
remainder of the bone along the front and posterior 
surfaces. The assistant then uses traction in order 
to disengage the spur, and then abduction, and the 
shaft is prized medially. The spur is about one inch 
long and becomes locked with the cancellous bone of 
the proximal cut surface, especially when the assis- 
tant pushes the limb in a cranial direction. Unfor- 
tunately the Stille flexible wire saw cannot be 
used for dividing the bone, because it slides down 
the curved inner border of the femoral neck and 
then makes the section in too distal a direction. 
I tried drilling a Kirschner wire from the lateral 
aspect of the femur so that it penetrated the calcar 
femoralis just below the lower border of the femoral 
neck, in order to prevent the flexible wire from 
slipping too low. Lately I have used a_ key- 
hole cutting type of electric saw, which is very 


rt 


0 


Fieure Ii. 


Technique of tongue and groove modification of the Lorenz 
osteotomy in order to avoid subsequent slipping of the 
femoral shaft. A: Simple tongue formation. B: Lateral 
view, showing tongue in distal fragment; a larger tongue 
than that illustrated is better. C: Strong traction by 
assistant. D: Strong traction and abduction by assistant 
and medial displacement of femoral shaft by operator. 
E: The femoral shaft proximally pushed by the assistant 
so that the tongue engages the soft cancellous bone of the 
femoral neck, where a hole has been gouged out. F: Four 
months later, after osseous union. The weight-bearing 
force is now medial to the caput femoris and pain is 
relieved. 





! 


A 8B F 


effective. The osteotome and drilling method is the 
best, even for cutting grooves and tongues in the 
fragments, which need only be shaped roughly and 
not at all neatly. The adductor muscles are usually 
divided in the inguinal region to allow subsequent 
nursing in abduction (see later). 


Difficulties of the Lorenz Osteotomy. 


1. When the osteotomy is too low it causes too 
much shortening, which results in tilting of the 
pelvis and scoliosis and abduction of the limb ; unless 
the boot is raised the abduction strain causes pain 
and instability of the knee joint and a valgus 
ankle deformity. 

2. When the osteotomy is too high and oblique it 
may result in fracture of the femoral neck, in great 
difficulty in cutting through the calcar femoralis, 
which then may splinter or form a long spike pre- 





venting displacement of the shaft under the 
acetabulum, or even in slicing of the great tro- 
chanter if it is too high altogether. All such errors 
may be avoided if the trochanteric tubercle on the 





Ficure IIl. 


The trochanteric tubercle (highest attachment of the vastus 
externus muscle) is the invariable and reliable landmark 
for estimating the correct site of osteotomy. 


lateral aspect of the femur is clearly defined and 
used as a guide in conjunction with the frontal 
radiograph. 

3. When the osteotomy is transverse certain dis- 
advantages result. The ideal line is oblique in the 
latero-medial direction, passing proximally so that 
the osteotomy is virtually parallel with the lower 
border of the neck. Thereby a broad surface of raw 
divided bone favours early osseous union. A trans- 
verse division of bone leaves smaller apposite bony 
surfaces, and therefore osseous union is certainly 
delayed and non-union is possible. I have never seen 
non-union except where I deliberately made a false 
joint at the subtrochanteric osteotomy site for 
bilateral ankylosis of the hip. 

4. Difficulty may be experienced in pushing the 
divided femur under the acetabulum. A long and 
splintered calear femoralis not only makes the 
desired displacement difficult (especially if the 
muscles have not been stripped off clearly in front 
so that the lower border of the femoral neck can be 
seen), but causes limitation of movements later. 
Occasionally great difficulty is caused by osteophytic 
outgrowths, ossification of the capsule and _peri- 
articular thickening. 

5. A valgus angle of the neck or pathological dis- 
location may be present. The Lorenz operation is 
then often unsuitable and the low Schanz operation 
is better. The success and at the same time the 
difficulty of the Schanz operation is to obtain and 
maintain the adduction of the upper fragment, 
which Schanz obtained by two Steinmann pins in 
both fragments. But after the experience of 
infection of the hip joint from their use IT should 
not use them again, especially as they are not 
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necessary if the limb is immobilized in abduction. 
Slipping of the fragments is prevented by the groove- 
and-tongue interlocking osteotomy. Figures VII 
and XVII show how strong abduction causes angula- 
tion at the site of osteotomy. Consequently, after 
the osteotomy has united and the limb is brought 
again in the long axis of the body for walking, this 
results in adduction of the upper fragment. The 
site for the low Schanz osteotomy will depend upon 








Figure IV. 


After osteotomy a plaster spica is uncomfortable and seldom 
necessary. The patient is sitting on a three feet by two feet 
“Dunlopillo” mattress; five pounds of traction are applied to 
the limb; external rotation is prevented by foot suspension. 
Note that the femoral shaft cannot slip from underneath the 
caput femoris if wide abduction is used (see Figure VII). The 
patient must lie with the sound limb and trunk in the long 
axis of the bed; leaning must always be towards the operated 
side, as in taking meals from the bedside locker. 


circumstances, as shown in the frontal X ray 
picture of the affected hip joint. When a patho- 
logical dislocation is present this site is opposite 
the lower border of the acetabulum. The correct 
angle of abduction for immobilization is most 
important. If it is too small the weight will not 
be carried medial to the caput femoris and pain will 
not be relieved; if it is too great a painful valgoid 
deformity must result in the knee and ankles. 
This angle must be calculated on the preoperative 
X ray picture and the fragments adjusted thereto 
under X ray control on the orthopedic table before 
application of the cast or whatever method of 
immobilization is used. This is by far the most 
difficult part of the operation. 


5. Failure to have X ray control immediately 
after the operation is another cause of trouble. The 
result of this examination is the only true criterion 
as to the correctness of the osteotomy, because the 
operative view is not always absolutely satisfactory. 


Immobilization of the Limb after Osteotomy. 


Nearly every surgeon uses the large plaster-of- 
Paris spica apparatus for immobilizing the oste- 
otomized fragments; the Jones abduction frame 
is less satisfactory and less comfortable; but 
most of my patients have been immobilized and 





nursed in the manner shown in Figures IV, V and 
VI. When the patient is nursed in this manner the 
following precautions are taken. 


Instructions to Patients.—Patients are trained to 
lie in the middle and long axis of the bed; if they 
wish to lean over the side of the bed for meals 
et cetera, they must lean over on the affected side. 
Leaning towards the affected side only increases 
abduction; but if they were to lean over towards 
the other, or “good”, side the osteotomized frag- 
ments would assume the cora vara position; then 
the femur would certainly slip out from underneath 
the acetabulum. Patients are warned that if they 
fail to cooperate they will be placed in a plaster 
spica. 

Nursing Instructions—The patient lies upon a 
“Dunlopillo” mattress, three feet by two feet in 
size, and only slight movements are permitted. 
Whenever the patient is lifted in the bed, for bed- 
pan attention, sponging et cetera, a nurse holds the 
foot and pushes up towards the head in the long 
axis of the limb; at the same time she pushes the 
femoral shaft under the acetabulum. This causes 
absolutely no pain after a few days. 


Retentive Apparatus.—Patients are immobilized 
for twelve to sixteen weeks. External rotation is 
avoided by foot suspension. Five to ten pounds’ 
traction is used to avoid muscle spasm and pain, 
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FIGuRE V. 


In order to prevent the femoral shaft from slipping laterally 
nurses are instructed to handle the patient for sponging et cetera 
by holding the thigh with one hand just distal to the osteotomy 
and pushing medially, whilst the foot is grasped and pushed 
proximally in the long axis of the limb. A visible bulge in the 
adductor region and a bony step which can be felt over the 
outer aspect of the upper end of the femur indicate that the 
femur is displaced medially under the caput femoris. 


and favours control of the upper fragment. The 
lower fragment is maintained in almost full abduc- 
tion for eight to ten weeks, but the abduction then 
is gradually reduced. So long as there is an 
abnormal bulge in the groin compared with the 
other limb, and a step can be felt over the lateral 
aspect of the femur, there has been no slipping. 








260 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Fesruary 24, 1940. 





X Ray Control Every Week for Three Weeks.— 
If at any time the fragments slip (this is very rare), 
then under short anesthesia the shaft of the femur 
is pushed again under the acetabulum. But it is 
almost impossible for this to happen if the limb is 
held out in full abduction. When there has been 
marked limitation of movement before operation 
abduction must be reduced after three weeks; other- 
wise a serious disability and weakness of the knee 
will result from the widely abducted and more or 
less fixed hip when the patient tries to walk. After 
three weeks there is very little likelihood that 
slipping will occur. 


as shown in the last two drawings in Figure VII. 
This deals very effectively with the unpleasant 
accident in which the control X ray examination 
after the patient has been for some weeks in a 
plaster spica shows early callus but some lateral 
displacement of the femoral shaft. In such a case it 
may not be possible to displace the shaft under 
the caput now without a second operation; but 
simple abduction solves the problem. 

2. Gradual abduction of the upper fragment 
within a plaster spica may cause coxa vara. This 
is shown well in Figure XVII, and it has occurred 
in two cases after immobilization in a correct plaster 





Fieu re VI. 
is gradually reduced until by 


After eight weeks the abduction 

Special Advantages of this Form of Immobilization. 

1. This form of immobilization can be used to 
correct a failure to push the femoral shaft under the 
acetabulum at operation or, later, any slipping out- 
wards of the shaft in the spica. In those cases in 
which the femoral shaft has not or cannot be pushed 
under the acetabulum, or in which the Lorenz 
osteotomy has been performed although the low 
Schanz operation would have been better (for 


example, in pathological dislocation), then the limb | 


should be abducted at an angle of almost 90° to the 
long axis of the body (Figure IV). Thereby the 
divided surface of the femoral shaft is brought in 


| 


line with the under surface of the caput femoris, | 


twelve weeks the limb is near the mid-line. 


spica extending from just below the armpits to the 
toes. A plaster spica cannot control the upper 
fragment, and should the head and neck of the femur 
become abducted, then a coxa vara position results, 
and the divided surface of the femoral shaft does 
not lie underneath the caput femoris. This accident 
cannot happen if the limb is immobilized in abduc- 
tion and traction instead of in the spica. 

3. For fat and elderly patients this gentle form 
of immobilization can be strongly recommended, 
because it avoids the uncomfortable big plaster 
spica apparatus which for elderly and very fat 
patients is certainly unpleasant, if not dangerous. 
I admit that a few patients say they are comfortable 
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a in the plaster spica, but most of them do not. The been using the tongue and groove. Since there 
t stiff hip, swollen and stiff knee, and the swollen were also two instances in which this shifting of 
n limb and general weakness so often an objectionable the fragments occurred even in correct plaster 
a aftermath of the plaster spica are largely avoided. | spicas, the method can be regarded as satisfactory. 
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Ficure VII. 
Illustrating the method of dealing with the problem in which the femoral shaft is not far enough under the caput 
femoris because either (i) it was impossible to place it there in the first place on account of osteophytic prolifera- 
tion, or (ii) the shaft slipped outwards after a few weeks and early callus formation prevented the femur from being 
displaced medially again except by operation. 1: Line A is the correct line for an orthodox Lorenz osteotomy, which 
is impossible because of osteophytic outgrowths. Line B shows the correct line for a Lorenz osteotomy in this case, 
but non-union may result with such a low osteotomy. 2: In such a case, if we can adduct the upper fragment and 
hold it there, which is more difficult, the shaft then lies under the caput femoris. This can be done with a 
Steinmann’s nail in the upper fragment; but this may cause infection. Note the tongue in the distal fragment to 
prevent slipping. %3: Incomplete and unsatisfactory medial displacement of femoral shaft. Pain would not be relieved 
by this osteotomy. 4: Wide abduction in the same case as in 3. 5: After osseous union has occurred the abduction 
of the limb is gradually reduced and strong adduction of the upper fragment is now revealed. Weight bearing is 
then medial to the caput femoris because the upper fragment is adducted, although, as shown in 3, the femoral shaft 
was not displaced under the caput femoris according to the Lorenz technique. Adduction of the upper fragment 
was obtained by full abduction of the limb distal to the osteotomy, until osseous union resulted. (See warning, 
page 260.) 
Such a simple and gentle form of immobilization Conclusion. 
enables us to offer this most satisfying operation of Weight-shifting osteotomy can be relied upon and 
osteotomy to a greater number of patients than | strongly recommended for the relief of intolerable 
if we had to use the plaster spica, the use of which | pain in osteoarthritis of the hip joint, which has 
for certain individuals, especially the fat (Lennox | always been a difficult and common problem. It is 
| 
| 
he 
er 
ur 
ts, 
es 
nt Figure VIII. 
1¢- At the end of 10 weeks knee exercising is begun on the special Figure IX. 
attachment to the Braun splint. Traction is maintained on the For ununited fractures of the femoral neck when there are 
femur by strapping extension on the thigh. one to two inches of shortening a preliminary seven to ten 
em days of skeletal traction are sometimes used. Note the lateral 
. ° . traction apparatus attached to the wall, and also the control 
ed, Teece), is absolutely objectionable and contra- of external rotation by | — weight attached to the 
. P } . sa: te t stirrup. 
ter indicated. I have been able to immobilize the ee Tt ee ’ 
fat osteotomy in most cases in this manner. There unfortunate that three to four months of recum- 
us. were only two instances in which the fragments | bency are necessary after the simple and reliable 
ble slipped out; but there has been none since I have . operation. 
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Old Fractures of the Femoral Neck. 


The treatment of both recent and old fractures 
is continually overshadowed by the knowledge that 
success cannot be promised with certainty, despite 
the remarkable advance in treatment by the Smith- 
Petersen nail. The destruction of the femoral neck 
distal to the fracture, even in recent fractures 
examined at autopsy, makes one wonder that there 
are so many relative successes. The neck is often 
splintered ; large pieces of cortex are split off; there 
are necrosis of cancellous bone and a spreading 
intramedullary hemorrhage extending down to the 
base of the trochanter; indeed, the caput femoris, 
which is generally blamed for everything, is the 
only respectable piece of bone in the vicinity. As 
the caput femoris depends upon a new set of blood 
vessels growing into it from the severely damaged 
and necrotic neck, it is no wonder that although 
osseous union has resulted, parts of the caput 
femoris degenerate later. When non-union or 
degenerative changes occur, it is more logical to 
blame the severity of the fracture rather than the 





surgeon, who may have inserted a rustless -steel | 


nail. 








Figure X. 


Drills canalized for Kirschner guide wires used in extra- 

articular insertion of a fibular peg for ununited fractures 

of the femoral neck, combined with a wedge osteotomy ; 
or extraarticular osteosynthesis of tuberculous hip. 


In old ununited fractures, or when the Smith- 
Petersen nail has failed to cause union, or when 
union has occurred but a crippling osteoarthritic 
degeneration of the joint has followed, then in 
healthy young and middle-aged patients osteotomy 
is the simplest and least dangerous method for 
ensuring stability and painlessness of the affected 
hip joint. An osteotomy is useless if the patient 
has a fixed deformity, such as compensatory spinal 
curvatures, stiff knee et cetera, and dangerous if the 
patient is exhausted from debility, old age and 
splinting in recumbency for months. Since the 
method is satisfactory for old fractures, McMurray, 
Ettore and others have recommended it for recent 
fractures, with the object of avoiding the possibility 
of non-union or secondary degenerative changes in 
the caput femoris, which may follow osseous union 
by nailing or any other method. Unfortunately they 
have not told us that osteotomy is a much more 
severe operative procedure than extraarticular osteo- 
synthesis with a Smith-Petersen nail in recent 
fractures. The recent fracture itself is a death 
blow to about 20% of all patients. The second 
fracture and dislocation of the femoral shaft under- 
neath the acetabulum caused by the osteotomy are 
a further injury. Shock is not uncommon, even in 


tion of the elderly (three to four months after 
osteotomy), especially in a large plaster spica, 
introduces the dangers of decubitus, urinary and 
bowel incontinence, rapid development of senility, 
femoral thrombosis et cetera. After this prolonged 
immobilization the patients are very weak for six 
to twelve months, and some never recover their 
strength again. Therefore I should be very cautious 
in recommending osteotomy for patients aged over 
sixty years. 

If this observation is correct, then most of the 
patients with recent fractures of the femoral neck 
would be refused treatment if primary osteotomy 
were the only method, as nearly all of them are 
aged over sixty years and the greatest number in 
any group are between seventy and eighty years. 
Of course, if there were a recent fracture in a 
painful osteoarthritic hip, primary osteotomy would 
be the method of choice. A wide use of osteotomy 
for recent fractures would surely result in a very 
high mortality rate. On the other hand, extra- 
articular osteosynthesis with a Smith-Petersen nail 
in the lower part of the neck and a fibular graft 
in the upper part is often a life-saving procedure, 


| because the patient loses pain twenty-four to forty- 


eight hours after operation, nursing is easy, the 
patient can lie on either side, and bed sores, if 
present, heal; the patient can sit out of bed in 
fourteen days and subsequently walk on crutches, 
but, of course, with no weight on the affected limb 
for six to twelve months. It is a gentle and cheap 
method. Osseous union occurs in at least 75% of 
all patients operated upon, although some of the 
patients are aged over eighty years. Most of these 


| elderly patients would sooner be dead than face 





the prospect of not walking again, which is the fate 
of most of those with non-union. 

When Vickers and Little (Sydney) published a 
short paper in which they described only the bad 
results of the use of the Smith-Petersen nail, they 
were prepared as far as possible to proscribe our 
best method, which we all know is not ideal; and 
I believe that the complete solution of this problem 
is beyond human powers because of the nature of 
the injury and the subjects to whom it occurs. But 
Vickers and Little failed to propose any other 
method whose results could be compared with the 
gentleness, safety and relative success of the extra- 
articular Smith-Petersen nail method. It would be 
interesting to know how many intracapsular frac- 
tured necks of the femur they themselves have 
actually treated by insertion of the nail, or indeed 
by any other method which they can prove to be 
better by their results in a series of, say, thirty 
cases examined after at least one year. They did 
not state whether either of them inserted the nails 
in the ten cases with poor results which they 
reported, although one of these surgeons has, I 
believe. used the method himself; nor whether the 
dangerous, less reliable and now generally abandoned 
intraarticular insertion of the nail was used, or the 
safer and more reliable extraarticular method. In 
two cases at least the nail was inserted after some 


young subjects. The prolonged period of immobiliza- ; months, and in four others we are not told how 
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long after the fracture occurred the nail was 
inserted. Therefore in only four cases are we told 


that the insertion of the nail was performed in | 


recent fractures. When Vickers and Little state 
that they cannot recall having seen “aseptic osteitis 
in any case after treatment by the other methods in 


use” they certainly express an opinion which is | 


different from that of experienced surgeons, who 
see a large number of cases of hip disease and 
injury each year. For the caput femoris is very 
vulnerable to any injury, and consequently these 
degenerative changes are common. They occurred 
just as frequently by the Whitman method and 
traction, as I can prove easily by old patients whom 
I am always seeing. Whitman and Henderson have 
told me that themselves ; but Vickers and Little state 
that similar changes have not been reported by 
other methods of treatment. Those who publish 
only bad results, specially selected for a paper, are 
as wrong as those who publish only good results, 
because neither reveals the truth. We all know that 
we have failures of union following the insertion of 
a nail; but we should not forget that the method is 
gentle for the patient, the length of stay in hospital 
is short, and the percentage of osseous unions 
obtained is higher than has ever been obtained before 
in the treatment of this difficult fracture. Let some- 
one show us a better method and most of us will 
certainly adopt it. I also know that in a number 
of successfully united fractures secondary degenera- 
tive changes develop in the caput femoris. But most 
of the patients with these degenerative changes in 
the head can often walk one mile with no more 
complaint than a little stiffness, especially with 
changes of the weather; and these observations are 
based on a close study of over 160 patients who have 
undergone operation in the last seven years. 


The eminent San Francisco surgeon Sterling 
Bunnell has told me that some years ago he had 
an ununited fracture of the femoral neck for nearly 
a year and that Fred Albee inserted a tibial graft 
with success. Now the caput femoris shows altera- 
tion in shape; but Bunnell is able to climb 
mountains and enter into other vigorous exercises 
at the age of fifty-nine years. A_ satisfactory 
functional result, in the circumstances, is often 
associated with marked osteoarthritic degeneration 
of the joint. It is altogether illogical to blame the 
nail for the secondary degenerative changes, because 
they are common after any injury or disease of the 
hip joint. We see this just as often in impacted 
fractures, even though they have been protected 
from weight bearing for six months. 


In MacAusland’s paper (1934) Figure V consists 
of six radiographs of medial femoral neck fractures, 
several years after treatment by the Whitman 
method, and “all show bony union and have excellent 
functional results”; but five of them show degenera- 
tive changes in the head (two of them marked, and 
a third shows some absorption of the neck and 
head). Since this paper was published the 
MacAuslands have been using the Smith-Petersen 
nail more and more. We all see these changes too 
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often, as I have pointed out in the section of this 
paper in which osteoarthritis of the hip is described 
as occurring after a variety of causes which have 
resulted in damage to the caput femoris, and there- 
fore I do not think that a stainless nail can be 
blamed for them. If the nail is so harmful, it 
should cause trouble every time it is used, which is 
not the case. Also it should prevent osseous union ; 
yet in the past no results as to Osseous union, that 
we can accept, have approached the successes of the 
Smith-Petersen nail now. The nail is chemically 
inert; it cannot destroy blood vessels which do not 
exist when it is inserted, because they are injured 
by the fracture, nor prevent the parallel ingress of 
blood vessels during osseous union except in a very 
narrow area. It is very strange that these degenera- 
tive changes almost invariably occur in the upper, 
that is the cranio-lateral, section of the caput 
femoris, although the nail is placed far away from 
this area (in the lower part of the femoral neck 
and caput femoris). The truth is that it is about 
time for the blame to be put more on the fracture 
itself than on the surgeon. 


Technique. 


The shortening is overcome by preliminary 
traction in bed for seven to fourteen days, or on 
the orthopedic table. The Lorenz operation is the 
same as for osteoarthritis of the hip, and the shaft 
of the divided femur must be pushed well under 
the caput femoris. The Pauwels-Schanz osteotomy 
is theoretically better. I am using it generally now 
in combination with extraarticular osteosynthesis 
with a fibula peg (but no Smith-Petersen nail), 
because osseous union of the fracture is more likely 
and great shortening is avoided ; but I have reported 
only five cases in this paper. The technique is the 
same as described for “slipped epiphysis” (see 
later). 

Conclusion. 

1. Osteotomy, and especially the subsequent three 
to four months’ immobilization, is a severe opera- 
tion for most patients aged over sixty years with 
ununited fractures, and is badly borne by them. 

2. For younger and healthier patients, who com- 
prise only at the most 20% of those with fractures 
of the femoral neck, it is a satisfactory operation 
for the relief of pain and instability in ununited 
fractures. 

3. If reduction can be obtained, extraarticular 
osteosynthesis with a combined nail and bone peg 
is the method of choice for recent or old fractures 
up to about three months. After three months 
osteotomy is better, because degenerative changes 
in the caput are very liable to follow a successful 
osseous union. 


“Slipped Epiphysis” (Adolescent Coxa Vara). 


In adolescent cova vara the slipping is gradual 
over a period of months, and unless there is an 
associated traumatic arthritis the patients are not 
likely to present themselves for early diagnosis and 
treatment. Therefore the patients are rarely seen 
in the early stages, when even immobilization by 
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traction et cetera may be unnecessary ; at that stage 


the ordering of a weight-relieving walking caliper 


for one or two years is the correct treatment. In 
those cases in which trauma causes sudden separa- 
tion, such as a fracture of the femoral neck, reduc- 
tion by gradual traction or manipulation will 
naturally be resorted to; but I think these cases are 
rare. J. B. Colquhoun has shown us a splendid 
result in this group, and his patient, very appropri- 
ately, has demonstrated to us her skill in the 
“Highland Fling”, two years later. Unfortunately 
most of the patients are seen in the stage at which 








when a good deal of traumatic arthritis and 
degeneration of the caput femoris have occurred 
with slight actual epiphyseal separation. A method 
of treatment which will surely result in degenera- 
tion of the caput femoris and bony ankylosis is 
attempted reduction by strong manipulation in 
cases in which the disease has been present for 
from one to two months or more. In any case, no 
matter how gentle the treatment may be, the slipped 
caput femoris is notoriously apt to undergo severe 
degenerative changes. When any curvature of the 
neck is visible in frontal and lateral X ray pictures 


| 
R 
| 


Ficure XI. 


Cora vara due to “slipped epiphysis’. Top left: Slipped 


epiphysis with 90° of coxa vara. 


R is shearing force which 


causes further slipping with weight bearing. R is parallel to the trabeculations in the femoral neck directed towards the 


calear femoralis. If 
40° wedge has been removed and the gap closed by wide 


of the femur according to Wolff's law. 


40° wedge, which must be removed to restore a neck shaft angle of 130°. 
4 shows that after union of the osteotomized femur, and when the limb is 


ft angle is revealed. 
the neck and tends to cause a pressure instead of a shearing influence on the slipping epiphysis. 


the gap must be closed by full abduction. 
brought into the long axis of the trunk a 130° neck shaft 


a 40° wedge osteotomy is performed the 


neck shaft angle of 90° becomes 130° Top centre: The 


abduction. Top right: When the osteotomized femur has 
united in full abduction the limb is brought back into the long axis of the body and the neck shaft angle now is 130°. 
R no longer exerts a shearing force, but a compressing force, which gradually causes a reformation of the head and neck 


Bottom: 1 corresponds to top left figure. 


Note cora vara of 90°. 2 shows the 
3 shows that after removal of the 40° wedge 


R now falls lateral to the inner border of 
5 shows that when the 


neck shaft angle has been altered to 150° by removal of a 60° wedge RFR falls still farther laterally; 159° is the angle to 
be aimed at. 


cora vara and anterior curvature of the neck due 
to softening of the neck of unknown causation 
have become established. Hence the term “slipped 
epiphysis”, which suggests a slowly developing 
process. The shaft and neck of the femur gradually 
externally rotate and slide proximally and in front 
of the caput femoris. Whilst the cause is certainly 
unknown, some endocrine deficiency, for example, 
tallness and thinness or fatness (dystrophia adiposo- 
genitalis) at the age of about fifteen years, is present 
in most cases, In the tall and thin type of patient 
cora valga may precede the slipping of the caput. 
Trauma plays some part; but the essential feature 
is softening of the femoral neck distal to the juxta- 
epiphyseal line of the caput femoris, bending of 
the neck, and in neglected cases separation of the 
caput femoris. In other cases protrusus acetabuli 
and bony ankylosis may finally result, especially 


of the affected hip, then the disease is certain to be 
of long standing. Therefore for many patients 
osteotomy will be the most appropriate treatment, 
although Liitken, Ollerenshaw and others state 
that they are able to reduce the “slipping” and 
immobilize the hip in plaster in many of the cases 
they see. Although Ollerenshaw reports 22 patients, 
he does not state in his paper how many he treated 
by osteotomy and how many by manipulative 
reduction. Dangerous intraarticular procedures, 
such as open replacement of the caput femoris, 
intraarticular fixation by the Smith-Petersen nail 
et cetera, are unnecessary and unjustified, because 
the results of osteotomy are so satisfactory. 

These major procedures will often result in 
degenerative changes in the caput femoris. This is 
the experience of many surgeons, and it was cer- 
tainly mine in one case; I reduced the deformity 
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and nailed the caput, but a moderate amount of 
manipulation was superimposed on some weeks of 
skeletal traction. Any replacement of an epiphysis 
which has slowly “slipped” must result in tearing 
of blood vessels or at least in stretching of vessels 
at the vital juxta-epiphyseal zone. After osteotomy 
the shortening is less than before operation; the 
deformity disappears within twelve months, and 
practically no limp is apparent. Skiagrams after 
one or two years show that the neck of the femur 
approximates to the normal anatomical appearance, 
coxa vara has disappeared and the caput femoris is 


| 
| 
| 


well placed for weight bearing. Before osteotomy | 
the shearing force (Pauwels) of weight bearing on | 


the aiected diaphyseal zone of the epiphyseal line 
is harmful and favours the progress of the disease. 
Whatever may be the cause of the softening of the 
femoral neck in the first instance, the later changes 

















Ficgore XII. 


Osteotomy for correction of a posterior displacement of the 
caput femoris. On the left the lateral aspect of the neck and 
head of the femur is illustrated. W = weight bearing which 
caused further bowing of the softened femoral neck and 
displacement of the caput femoris in the direction of the 
arrow T. On the right an enlarged view of the caput femoris 
and neck is shown. Note that the caput is tilted backwards 
50° to the vertical line of weight bearing, whereas it should 
be placed immediately on top of the line of weight bearing, 
w. Therefore a 50° wedge with the base anterioriy is 
removed from the front of the femoral shaft, just opposite 
the lesser trochanter. 


(bending of the neck, slipping of the caput femoris 
and even total separation of the caput) are due 
to the mechanical effect of weight bearing and 
muscle action. and consequently the treatment must 
be mechanical. The object of the osteotomy is to 
alter the neck-shaft angle so that it becomes 
adducted in relationship to the shaft of the femur. 
Thereby the more or less vertical soft juxta- 
epiphyseal bone and epiphyseal line before oste- 
otomy are made to lie almost horizontally after 
osteotomy. Thereafter the effect of weight bearing 
on a horizontally placed epiphyseal line favours the 
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formation of new bone, on account of the pressure 
effect which, according to Wolff’s law, stimulates 
osseous formation. The Lorenz osteotomy is unsuit- 
able because it causes too much shortening and does 
not realign the epiphyseal line. A wedge osteotomy 
with the apex opposite or just proximal to the lesser 
trochanter corrects most of the shortening by 
adduction of the upper fragment; also the adduction 
of the neck causes the line of epiphyseal separation 
to lie almost horizontally, and of course at the same 
time corrects the cova vara (see Figure XIX). 


> OQ 


Figure XIII. 
(See Figure XII.) 

The 50° wedge has been removed. The two-inch gap anteriorly 
which resulted was closed by flexion of the thigh and immobi- 
lization in a plaster spica in that position. 

Operative Problems. 

There are two operative problems, (i) cova vara 
and (ii) anterior curvature of the neck and slipping 
of the caput femoris behind the femoral neck, which 
is externally rotated. 











Figure XIV. 
(See Figure XIII.) 
After three months the spica is removed and the thigh 
flexion is gradually reduced. As a result of the anterior 
wedge osteotomy the base of the caput femoris is now at right 
angles to the weight-bearing line W, which is the correct 
position for normal weight bearing. After one year or more 
the upper end of the neck and head of the femur seen in 
the lateral X ray projection has the correct anatomical out- 
line and the epiphyseal line has disappeared (see Figure XX). 


(i) Cora Vara.—Not only have we to correct the 
cora vara so that the normal neck-shaft angle 
of 130° will be obtained, but also we must realign 
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the epiphyseal line so that it will lie nearly hori- 
zontally, or at any rate at not more than 15° from 
the horizontal. Therefore, as a rule the neck-shaft 
angle aimed at as a result of the osteotomy is 150°, 
although theoretically an angle of 130° is adequate 
(see Figure XI). In an advanced case the cova 
vara angle may be 90° or less, and the line of 
epiphyseal separation is vertical; here we can make 
the neck-shaft angle 150° (that is, cova valga), and 
usually this angle is the one we aim at obtaining, 
by removing an intertrochanteric wedge of 60°. A 
study of the frontal skiagram allows us to calculate 
that the base of such a wedge is usually about two 
inches. The trochanteric tubercle is defined (see 
Figure III) and the muscles are separated from the 
front and back of the femur so that the calcar 
femoralis is plainly seen. The first line of division 
of bone is parallel with the lower border of the 
femoral neck ; the next line of division is two inches 
more distal, because the base of the wedge is to be 





two inches, and it meets the other division of the | 
bone just proximal to the lesser trochanter. Actually | 


the bone is not wholly divided and a green-stick 
fracture of the calcar femoralis is aimed at, so that 
the remaining bridge of bone acts as a hinge pre- 
venting displacements. The wedge is very large, and 
it requires courage to remove such a large wedge; 
but it is a bad mistake to make it too small. If it is 
made too small, the subsequent immobilization in a 
plaster spica will require very careful and difficult 
adjustment, whereas if the wedge is cut properly it 
is necessary Only to immobilize the limb in widest 
abduction in order to close the gap. When the oste- 
otomy fracture has firmly united and the limb is 
again brought down into the long axis of the body, 
the upper fragment must now be relatively adducted 
in relationship to the shaft. Thereby the limb is 
lengthened, weight bearing is directed medially to 
the caput femoris, cora vara is corrected, and the 
shearing force of weight bearing on the previously 
vertically placed epiphyseal line is converted into a 
pressure force on the now nearly horizontal 
epiphyseal line. Of course X ray control is essential 
after the operation and before immobilization of 
the limb in wide abduction in the plaster spica. 


(ii) Anterior Curvature of the Neck and Slipping 
of the Caput Femoris.—Figures XII to XTV, and 
also Figure XX, show better than any description 
the method of dealing with these difficulties. 
Theoretically the osteotomy can realign the impor- 
tant slipping of the head posteriorly, if the femoral 
shaft is shifted behind the femoral neck; the more 
practical method is to cut out a wedge in front 
as well as from the lateral aspect of the femoral 
shaft. Thereafter the limb is immobilized in a large 
plaster abduction spica or Jones abduction frame 
with a thigh piece in about 45° to 90° of 
flexion, so that the long axis of the femoral shaft 
is at right angles to the epiphyseal plate of the 
displaced caput femoris. The planning of this 
mechanical osteotomy is carefully worked out from 
the lateral X ray picture. The adjustment in the 
plaster spica requires frontal and lateral X ray 
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control examination on the orthopedic table, which 
must have a radiotranslucent pelvic seat and pillar 
(compressed paper). 

Conclusion. 

1. Many patients with “slipped epiphysis” are 
“late cases” and suitable for osteotomy instead of 
dangerous intraarticular operations. 

2. “We can postulate categorically that the more 
radical the surgical procedure, the worse the end 
result.” (Pomeranz and Sloane, after observing 101 
patients. ) 

3. Premature disappearance of the epiphyseal line 
is the rule after osteotomy, and even in early and 
slight cases, in which treatment is merely by a 
walking caliper. As many of these patients are 
tall for their age, subsequent shortening is not a 
feature. 

4. The late results as to function are excellent, 
whilst the good anatomical reconstruction is sur- 
prising; but of course these conclusions are based 
on a small series of patients. 


Tuberculous Disease of the Hip. 


Since injury as well as disease, even though healed 
(for example, old mild infective arthritis, old 
Perthes’s disease et cetera), is apt to result months 
or years later in degenerative changes in the joint 
due to weight bearing, we should not be surprised 
to learn that tuberculous disease of the hip joint 
is difficult to cure and is likely to relapse for the 
same reason. If tuberculous disease is only 
arrested, as usually described, then recurrences of 
the disease in the hip joint can be often expected as 
a result of weight bearing, perhaps years later. I 
think it reasonable to perform weight-shifting oste- 
otomy on adults who despite improvement by con- 
servative treatment still have old-standing uncured 
disease, and on children after two to three 
years’ treatment when the disease is not cured 
and causing adduction deformity. This operation 
is performed to take the strain from the weight- 
bearing diseased area in the cranio-lateral section of 
the caput and acetabulum. It should be combined 
with a simple extraarticular “blind” arthrodesis. 


| These two simple and safe operations result in the 


isolation of the tuberculous area, and weight bearing 
is “by-passed” to the medial line and away from the 
diseased area by the osteotomy and to the ilium 
by the extraarticular arthrodesis; of course the 
operation is hardly indicated if sinuses exist. 
Patients who have been recumbent for months in 
bed are bad subjects for bone operations, because 
they often suffer severe post-operative constitutional 
disturbances, such as shock, persistent tachycardia, 
rapidly developing anwmia et cetera. These may 
follow such a simple operation as osteotomy. There- 
fore before operation patients should be ambulant 
and the skin should be well tanned by exposure to 
sunlight and fresh air. 


Technique. 
The bone graft is always cut first. A_ solid 
fibular graft removed from the middle third of the 
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ILLUSTRATIONS TO THE ARTICLE BY Dr. THOMAS KING. 


Figure XVI. 
A: Patient number 22, Table I (aged forty-four years). 
l’ainful osteoarthritic hip, which had developed since an 
injury some years before. The patient was ideal for osteotomy 
because of the severe adduction deformity. B: The same 
patient, December 5, 1938. Lorenz osteotomy was performed 
on May 30, 1938; but a simple osteotomy to correct the 


adduction deformity would have transferred weight bearing 
medially and relieved painful walking. 








Ficguie XVII, 


A: Patient number 23, Table | (aged fifty-five years), June 26, 1938, four days after operation. B: The same patient, 
May 4, 1939. Coxa vara and slipping of the femoral shaft occurred in the plaster spica. Note abducted upper fragment. 
Pain was as bad as before operation. CC: The same patient, July 14, 1939, two months after the second operation The 
divided femoral shaft could not be pushed below the caput femoris; but the same effect was obtained by full abduction 
(see Figure VII) I>): The same patient, August 10, 1939 The limb now lies in the long axis of the trunk; weight 


bearing is correctly under the caput femoris Pain is cured, October 18, 1939. 
’ } 


Figure XVIII 


\ Patient number 2, Table IIL (Caged forty-seven vears), 
April, 1937; nearly two years old ununited fracture Patient 
on orthopedic table and Kirschner guide wires for cannulated 
drill and fibula peg in place B: The same patient, October 
20, 1938. Weight bearing no longer results in a shearing 
force in the fracture line, but causes impaction of the fracture 
gap The caput femoris is reformed C: The same patient, 
May 21, 1939 Lateral radiograph Fibula peg surrounded 


by new bone joining the old fracture gap. The patient walks 
with no pain and very little limp. 
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ILLUSTRATIONS TO THE ARTICLE BY Dr. THOMAS KING. 





Figure XLX. 


A Patient number 3, Table IV (aged fifteen years), February 10, 1937. “Slipped epiphysis”, 
especially in lateral view The removed wedge must be from the front as well as from the 
lateral aspect of the femur (see Figure NN) B: The same patient Frontal raaiograph on 


on May 3, 1937. ©: The same patient Frontal 


, 
27, 1939. 


August 3, 1937, three months after operation 

radiograph on March 2 1939 D: The same patient Lateral radiograph on March 

Note the strongly developed = trabeculations ilong the vertical weight-bearing line. Compare 
with lateral view A. 











FLEXION 





Figure XX. 


“Slipped epiphysis”, patient number 5, Table IV (aged fourteen years) Illustrating osteotomy for correcting 
slipping of caput femoris posterior to neck A and B Radiographs on August 15, 1938 The important 
deformity here is the posterior displacement of the caput femoris: see lateral view B. C: Tracing of lateral view 
B The caput has rotated posteriorly 45 I) \ 43° intertrochanteric wedge with the base anieriorly has 
been removed I: The femoral shaft has been flexed forward to close up the gap after removal of the 45 
wedge and immobilization in a plaster spica F and (i November 15, 1938. Lateral radiograph F and corres- 
ponding tracing G, after osseous union when the thigh was brought down from the _ flexed position. The 

now lies at right angles to the vertical weight-bearing line. H: August 30, 1939 Lateral 


caput femoris 
radiograph one year after operation The simple osteotomy has restored the normal anatomical appearance. 


Compare this lateral view with that in B. 
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Figure XXI 


Table V (aged twenty-one years), 








\: €Top) Patient number 
January 2s, 1958; ten years old active tuberculous hip with 





adduction deformity (Bottom) The same patient, June 15, Figure XXII 
ang jovhtee n » £ Fe > Ps) 23 9 . wae On : “—_— . 

1939, eighteen months after extraartic ular blind’ arthro- A: Patient number 3, Table V (aged twenty-three years) ; 
desis and “weight-shifting™ osteotomy, which transferred the old active tuberculous hip with absorption of head and neck 
weight from the diseased area and also corrected the adduction and adduction deformity B: The same patient, July 7, 1939, 
deformity Note bony ankylosis developing. B: The same nearly four months after “blind” arthrodesis with massive 
; . tibial graft and “weight-shifting”’ osteotomy to “by-pass” the 
patient, October 24, 1939, nearly one year after operation active area of disease. Karly bony ankylosis around the graft 
Compare with A, bottom picture, after eighteen months. and close approximation of the “beak’’ to the upper portion of 
the acetabulum compared with A C: Patient number 5, 
Table V (aged twenty-one years), June 7, 1839 Kirschner 
guide wires for guiding the cannulated drill for reception of 
tibial graft. D: Patient number 4, Table V (aged nineteen 
years), September 1, 1939, nearly one year after a_ tibial 
graft, extraarticular arthrodesis and “weight-shifting”™ 


osteotomy; splendid bony ankylosis. 


ILLUSTRATIONS TO THE ARTICLE BY Dr. A. M. McINTOSH AND Dkr. A. D. GILLIES. 





Ficure I. Figure Il. 
Photomicrograph of tumour from second patient. x 140. 


Photomicrograph of tumour from first patient. 140. 
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Ficure Ii. Figure III. 
Showing small cyst lined by cubical and columnar 


Showing portion of large cyst lined by various types of . 
epithelium, carbon pigmented 


epithelium. 


ILLUSTRATIONS TO THE ARTICLE BY Dr. ERIC P. BLASHKI. 





Ficure I. Figure III. 
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fibula may be too short, because if it is cut within | into the ilium, the position of the wire being guided 


four inches or five inches of the malleolus a 
Pott’s fracture results, whilst removal near the 
proximal end may cause temporary paralysis of the 
peroneii muscles. A tibial graft is better, because 
we can cut a much longer graft (for example, seven 
inches to ten inches) if necessary. At least a five- 
inch graft is usually required, and it should have a 
thick layer of spongiosa bone attached to it. The 
lateral aspect of the trochanter is exposed; but any 
muscle stripping (for example, gluteus muscle 
insertion) is avoided, as we wish to keep as far away 
from the tuberculous joint as possible. A five-eighths 
inch hole is drilled in the great trochanter about 
half an inch distal to the tip. Then the index 
finger is inserted through a small opening made 
in the aponeurosis of the glutei muscles inserted 
into the trochanter. The finger is pushed inwards 
along the upper surface of the femoral neck until 





ths 
ge 


by the index finger, make a frontal X ray examina- 
tion, and, if the wire shows a correct line, to drill 
the canalized drill (Figure XXII, C) along the 
guide wire. I have done this in my last two cases. 
The drill should always go one and a half inches 
into the ilium, which is easily measured by the 
length of the drill; the graft is then driven firmly 
into the ilium for one and a half to two inches and 
a firm fixation results. It is better to place the 
graft in as vertical a direction as possible, because 
it can be driven deeply into the sloping surface of 
the ilium, weight bearing has an impacting and not 
a shearing effect, and the graft is away from the 
tuberculous area. However, if a graft is driven into 
an area of tuberculous bone, failure is by no 
means the rule. A fresh bone graft has, I believe, a 
reviving effect in many cases on the disease. I have 
had a number of successful bony ankyloses resulting 
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Figure XV. 


lllustrating three types of tuberculous hip disease to be treated by a combined “blind” extraarticular arthrodesis with a heavy 
tibial graft (five inches to six inches long) and a “weight-shifting’” osteotomy. These two procedures result in the 
“by-passing” of the active disease in the hip joint, thereby minimizing the possibility of recurrences of the disease months 


or years later from constant weight bearing. A: 
mushrooming of the caput. 
from the diseased cranio-lateral section of the hip joint. 
in the ilium (see Figure XXTI). 
of bone. 


Type I, 


Any form of arthrodesis is difficult in this type. 
and osteotomy; a second graft may be advisable here (see Figure XXII, A and B). 
before the graft is driven in; a more vertical insertion of 


caput and femoral neck. The limb should be adducted 


the graft is thus allowed. F: Type III, the same, except 


bone, which does not necessarily spell failure (see Figure 


the upper border of the acetabulum can be felt, and 
then slipped along the ilium about one inch proximal 
to this. It is no use now trying to drill the point in 
the steeply sloped ilium where the index finger has 
been placed from the hole in the _ trochanter, 
as the drill will only slip proximally and fail 
to engage the bone, unless the head and neck are 
largely absorbed. It is better to make a hole in the 
ilium where the index finger is pressed with a small 
gouge or with the drill, which is inserted not 
through the hole in the trochanter but proximal to 
the tip of the trochanter. When this has been done 
it is possible to engage the ilium for drilling by 
placing the long drill in the hole in the base of the 
great trochanter so that the graft can be driven 
into the ilium. The drill must be seven inches to 
eight inches long (such as Cleveland bits sold by 
ironmongers). The secret of this operation is the 
index finger of the surgeon placed against the outer 
surface of the ilium. I fail to see what harm a dry 
sterilized glove can do from the point of view of 
asepsis, provided, of course, it has been pulled onto 
the hand without the outside surface being touched. 
A more accurate method than that described above 
is to drill a Kirschner wire through the trochanter 


t 


adduction deformity, moderate shortening of the neck and 
B: Type I, Lorenz osteotomy corrects adduction deformity, but also transfers the weight 
In this type the bone graft must enter tuberculous disease 
C: Type Il, loss of the head and neck of the femur except for a proximal “beak” 


D: Type Il, extra heavy extraarticular “blind” arthrodesis 
E: Type III, normal length of 


XXII 





hat the graft is not so vertical and is through tuberculous 
4 D). 


from the driving in of bone grafts subcutaneously 
across tuberculous joints. I know that Dr. D. J. 
Glissan (Sydney) has had at least one success in 
a tuberculous ankle. This type of operation, which 
avoids the dangers of opening up widely a tuber- 
culous joint for orthodox excision, has a real place 
in the operative treatment of tuberculous joints 
and receives full recognition in all French journals 
and text-books. I think this “blind” extraarticular 
arthrodesis has the following advantages over the 
larger operations for extraarticular ankylosis which 
require exposure of the outer surface of the ilium. 
(i) It is a small, minor and easy operation, with 
little blood loss and shock as would arise from exten- 
sive muscle stripping. (ii) The graft is much more 
likely to survive. as it lies in amongst tissues which 
have not been disturbed during its introduction. 
Therefore the blood supply of the bed will be better. 
(iii) The operation can be quickly performed, and 
we know that tuberculous patients are poor subjects 
for long operative procedures. 

After the extraarticular graft has been inserted, 
and not before, we perform the Lorenz type of 
osteotomy. and of course this also does not mean 
any opening into infected tissues. Inflammation 
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later associated with bone regeneration of the oste- 
otomized bone appears to have a favourable effect 
on the healing of the tuberculous arthritis. A 
plaster spica or abduction frame is used for 
immobilization. 

My series is too small to allow me to generalize; 
but the method I have proposed above seems sound 
in principle. Even if successes were obtained in 
only a proportion of cases it has a place in the 
treatment of tuberculous hip disease. If we are to 
have failures, it should be remembered that the 
larger operations also may fail and that they have 
the added disadvantage of being more dangerous 
(for example, intraarticular arthrodesis). 


Dislocated Hip. 

Although this operation, since modified, was first 
described for congenital dislocation of the hip, I 
have not used it for congenital dislocation of the 
hip in children. The low Schanz operation was used 
for an old dislocation of the hip due to septic 
arthritis, with a splendid functional result. Another 
patient had a traumatic dislocation associated with 
a fracture of the postero-superior border of the 
acetabulum. Despite complete reduction, the dis- 
location recurred after two months and traumatic 
osteoarthritis seemed inevitable. A Lorenz oste- 
otomy resulted in a painless and stable hip joint. 
Degenerative changes later developed in the caput 
femoris, so that it was fortunate that the osteotomy 
had been performed earlier. 


General Conclusion. 


A weight-shifting osteotomy for diseases and 
injuries of the hip joint is one of the most gratifying 
operations in orthopedic surgery, because it can be 
relied upon to ensure a stable and painless hip 
joint. The disadvantages are the following: (i) the 
prolonged immobilization (three to four months) 
required for completion of osseous union at the 
osteotomy site; (ii) the inevitable swollen limb, 
stiff knee and hip following immobilization in a 
plaster spica (hence the simple method of immobi- 
lization to avoid this (Figure IV) which I have 
developed); (iii) the danger of decubitus for 
patients aged over sixty years; (iv) the prolonged 
period (three to nine months or more) after the 
period of immobilization has been completed 
required for the patient to recover bodily strength 
and to learn to walk again. 
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TWO TUMOURS OF THE EXTRAHEPATIC 
BILE DUCTS. 


By A. M. McInrosuH and A. D. Grituirs, 
Sydney. 


Tumours of the extrahepatic bile ducts are uncommon, 
and the occurrence of two in the practice of one surgeon 
within a fortnight must be very unusual. 


Case |. 


The patient was a woman, aged fifty years. For five 
months she had suffered from postprandial pain; her 
appetite had remained good, but she had lost weight. 
Three months before operation she had become jaundiced, 
and that condition persisted for two months; pruritus had 
been present during the period of jaundice and had 
persisted afterwards. 

At operation the distal portion of the common bile 
duct was of normal size; but in the region of its junction 
with the cystic and common hepatic ducts it was 
enormously dilated, and on being opened was found to be 
packed with a mass of soft vascular growth which 
appeared to be attached to the wall of the ducts over a 
wide area. Growth was felt in the hepatic ducts as far 
upwards as the finger could reach. A superficial portion 
was removed for microscopic examination and a catheter 
was left temporarily in the common duct. The jaundice 
has not recurred during the eight months since operation, 
but she now complains of pruritus. She has gained in 
weight. 

The histological structure was that of a papilloma. The 
epithelial cells were tall columnar with abundant clear 
cytoplasm, and their nuclei, which were spherical and 
vesicular, were situated near the basement membrane. 
The connective tissue of the papille was very tenuous 
and consisted of little more than thin-walled blood vessels 
(see Figure I). In some areas there was evidence of 
more active proliferation than that illustrated in the 
photomicrograph; but nowhere was invasion apparent nor 
were the cytological characteristics of malignancy present. 
Only the superficial portion of the tumour was examined, 
and it is quite possible that malignant proliferation was 
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present near its base. Such a phenomenon is common in 


papillomata elsewhere, for example, in the intestinal tract | 


and urinary bladder. 


Case Il. 


The patient was a woman, aged seventy-seven years, on 
whom cholecystectomy and choledochotomy had been per- 
formed two years previously; gall-stones had been present 
in the gall-bladder; but it is not known if there 
were any in the ducts. Four months before the present 
operation she experienced vague discomfort in the hypo- 
chondrium on the right side, and six weeks later she 
became jaundiced. The jaundice increased rapidly during 
the remaining two weeks before operation. 

At operation the common bile duct was found to be 
obstructed near its origin by a mass of soft vascular 
growth within its lumen. The hepatic ducts were greatly 
dilated and contained “white bile”. A piece of the tumour 
was removed for examination. The patient died, apparently 
of renal failure, several days after operation; but there 
was no post mortem examination. 

Microscopic examination of the piece removed showed 
it to be an adenocarcinoma indistinguishable on _ histo- 
logical appearances from adenocarcinomata arising in 
the intestine (see Figure II). The cells were columnar 
and had large hyperchromatic oval nuclei, which were 
situated at some distance from the basement membrane. 
The cytoplasm was relatively less than in the cells of the 
first tumour and was distinctly basophilic. The stroma, 
which was abundant and fibrocellular, contained numerous 
polymorphonuclear leucocytes. 


Discussion. 


No recent exhaustive review of tumours of the extra- 
hepatic bile ducts appears to have been made. The subject 
has been discussed by Rolleston and McNee,” and 
Marshall™ has reviewed the material from the Mayo Clinic 
for the twenty years ending January 1, 1930. During this 
period 45 proved growths were encountered at operation 
and an additional four were found at autopsy. In 21 
further instances carcinoma was thought by the operating 
surgeon to be present, but no tissue was taken for micro- 
scopic verification. During the period under consideration 
over 22,000 operations had been performed on the biliary 
tract, so it is evident that tumours of the extrahepatic 
ducts are very uncommon. It is naturally difficult to 
decide the precise site of origin of growth in the biliary 
tract; but Marshall's figures are in general agreement 
with those of other authorities, such as Rolleston and 
McNee and Donati.” Marshall's 49 tumours were situated 
as is shown in Table I. 


Tass I. | wo 
| Number of 


Situation of Tumour. Instances. 





| 
| 
| 
Hepatic ducts (left and right) ot 
Common hepatic duct 
Junction of left and 
ducts 
Cystic duct — st | 
Junction of common hepatic, cystic and 
common bile ducts. . <6 62 
Common bile duct 
Ampulla of Vater 
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Tight hepatic 


cE 


—— 
ci 


one 
- 


Total 


Marshall found that the great majority of the tumours 
were adenocarcinomata, and only four, all being tumours 
from the ampulla of Vater, were of a papillomatous type. 


Two further points are illustrated in all the series 
reported. One is that gall-stones are present (but may be 
confined to the gall-bladder) in a high proportion (about 
30%) of cases, and the other is that carcinoma of the 
extrahepatic ducts is more common in men, whereas 
carcinoma of the gall-bladder is commoner in women. 


| 


| 


The first tumour reported here is at variance with 
Marshall’s experience, in that it is a papillomatous growth 
and has originated at or above the junction of the 
three ducts. 
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POLYCYSTIC DISEASE OF THE LUNGS. 





By W. M.D., F.R.A.C.P., 
Physician to In-Patients, Saint Vincent's Hospital, 
Melbourne. 


J. NEWING, 





Clinical Record. 


Tue subject of this report was a female who first came 
under observation in 1933, at the age of sixty-four years. 
Her complaint was increasing shortness of breath; ever 
since she could remember exertion had caused dyspnea. 
Colds, although of more frequent occurrence than with 
other people, had not caused her any great distress; there 
was no cough in between colds. Her past history contained 
nothing further relevant. Four children were all alive 
and well. 

Examination revealed a red-complexioned, well-nourished 
woman weighing 120 pounds. 

Movement of the chest was restricted. The percussion 
note was resonant throughout; the breath sounds were 
loud and bronchial in character, and showers of coarse, 





Figure I. 
Showing lung inflated post mortem. 


bubbling rales were heard over all areas. X ray examina- 
tion revealed a honeycomb condition of both lungs, which 
was diagnosed as congenital cystic disease. The sputum 
from a slight productive cough was found to contain no 
tubercle bacilli. 


The heart was normal. A blood count revealed poly- 


cythemia; the erythrocytes numbered 6,200,000 per cubic 
millimetre. The leucocytes numbered 5,000 per cubic milli- 
metre. The urine was normal. The systolic blood pressure 


was 160 and the diastolic pressure 100 millimetres of 
mercury. There was no response to the Wassermann test. 


After a stay in hospital the patient’s condition improved. 
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On three occasions in the subsequent four years the 
patient returned to hospital, the findings on each occasion 
being similar. 


In September, 1938, when aged sixty-eight years, she 
contracted pneumonia at the base of the right lung and 
died. 

Cough was not a prominent feature at any time. 

No effort was made during life to introduce lipiodol, 
owing to the age and the somewhat feeble condition of 
the patient. 


Post Mortem Examination. 


Autopsy revealed gross bilateral cystic disease of the 
lungs. The cysts varied in size from very small to more 
than a centimetre in diameter, the external surface of the 
organs presenting a hobnail condition similar to advanced 
hepatic cirrhosis. Lipiodol, injected post mortem, ran 
freely into all the cysts and gave a good radiological 
picture. The free communication with bronchi was further 
evidenced by the fact that the lungs were inflated readily 
with air from a pump tied in the main bronchus. The 
base of the right lung was occupied by pneumonic con- 
solidation. No congenital abnormalities were found 
elsewhere. 

Microscopically the walls of the cysts were found to 
contain considerable quantities of carbon pigment and 
evidence of inflammatory reaction. The epithelial lining 
varied from cubical to columnar and pseudo-stratified 
epithelium; in some places there was no cellular lining 
at all, merely denuded connective tissue. Mucoid secretion 
occupied many of the cysts. 


Discussion. 


Interest in cystic disease of the lungs was stimulated 
by Koontz,” who, in 1925, described one case and collected 
105, all from European literature. Included in this series, 
however, were many allied conditions, such as generalized 
inflammatory bronchiectasis, tracheal cysts et cetera. In 
1934, Wood,” of the Mayo Clinic, collected 23 cases from 
English and American sources. Until 1925 no case seems 
to have been diagnosed clinically, all reports being from 
autopsy findings. The cysts vary in size and distribution; 
they may be large, either single or multiple, or there may 
be a widespread distribution of smaller cysts, amounting 
in some cases to complete honeycombing of the lungs. 

“Congenital cyst formation”, “bronchiectasis wniversalis”, 
“congenital bronchiectasis”, “honeycomb lung”, are some 
of the many names given to the condition by various 
authors. It occurs at any age; but it is most frequently 
found in children and discovered at autopsy, rarely in 
patients of advanced years. Both lungs are implicated in 
25% of cases. 

There are many theories concerning the etiology, most 
of which are highly speculative. In the majority of 
cases the condition has obviously been present since birth 
and is associated with congenital abnormalities elsewhere; 
the patients come to autopsy at an early age. These cysts 
are usually closed and contain no pigment in the walls. 
There is a pronounced difference, however, between these 
patients and the subject of the present report, who had free 
bronchial communication, pigment in the walls et cetera, 
and whose cysts have obviously been functioning air 
spaces. The probability is that a congenital weakness of 
the walls of the smallest tubules had allowed a slow 
dilatation over the years with the final production of 
cyst formation. The term “bronchiectasis wniversalis” is 
appropriate to distinguish this type. 

Dyspnea is the most prominent symptom, and the con- 
dition should be suspected in the presence of unexplained 
shortness of breath. Cough and sputum are rarely pro- 
nounced. The large cysts present an entirely different 
problem, and I shall not discuss them except to mention 
the fact that they frequently suppurate and constitute one 
of the factors in the diagnosis of pulmonary abscess of 
“obscure origin”. Tuberculosis and syphilis seem to have 
no direct relationship with the condition. Polycythemia 
frequently occurs, as in the present case. 
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FOREIGN BODY IN THE LUNG RECOVERED BY 
MEANS OF TWO-PLANE FLUOROSCOPY. 





By Eric P. Biasuxki, M.C., M.B., Ch.M., F.R.A.C.S., 
Surgeon for Diseases of the Ear, Nose and Throat, 
Royal North Shore Hospital of Sydney. 





Clinical Record. 

R.S., aged three and a half years, was referred by Dr. 
Gardiner, of West Wyalong, who had discovered a foreign 
body in the lung by X ray examination. The child had 
complained of a bad cough and foul-smelling sputum. 

The child was admitted to the Royal North Shore 
Hospital on August 21, 1939, and several X ray pictures 
were taken in different planes for localization. The object 
was situated posteriorly in the lower lobe of the left lung. 
Under “Avertin” anesthesia a bronchoscopic examination 





Figure Il. 


was made; but nothing could be seen, owing to free 
bleeding. After a few days the examination was repeated, 
the attempt being made under X ray guidance. On this 
occasion fluoroscopy in two planes was improvised by 
means of a mobile unit for the lateral view. After a few 
minutes it was thought there might be danger in per- 
sisting, as the child had been considerably exposed to 
radiographic examination in the last week or two. Con- 
sequently further attempts were postponed for six weeks. 
During this time the child remained quite well. 

On October 20, 1939, a fresh attempt was made, under 
“Avertin” and chloroform anesthesia, the two-plane fluoro- 
scope being used as before. The foreign body was easily 
removed and proved to be a small bell-shaped copper object 
pierced by a cord. It measured about four millimetres 
three millimetres. The child made a very good 
recovery; next day there was no rise of temperature and 


| an X ray examination showed the lung to be quite clear. 
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Comment. should have said until better Cesarean sections were done. 
om The improvisation of two-plane fluoroscopy is important, | Morris and Sandford Morgan quote the New York City 
age as it is obvious that few hospitals will be able to bear | Report (1933): 

—* the expense of installing a special plant; moreover, the Where the operation (Cesarean section) is required, 
cia- occasions for its use must be few. This case emphasizes only those whose training in abdominal surgery is 
two important points: first, the need to remember the adequate to ensure proper performance of the opera- 
possibility of a foreign body when a patient has a tion should be considered suitable operators. Only 
persistent cough; and secondly, the importance of making by this definite narrowing of its use to the legitimate 
the well-being of the patient paramount, so that attempts occasion demanding it, as well as the provision of 
at removal should not be prolonged to his injury. capable operators, can a decrease in these deaths be 
achieved. 
a - Summary. The lower segment operation has come to stay, and 
A metallic foreign body was removed from the left lung | these surgeons who are called upon to do operative mid- 
of a child, aged three and a half years, after it had | wifery would do well to study Dr. Marshall’s book, 
apparently been there for two and a half years. Two- | especially pages 81 to 104, which contain a description of 
plane fluoroscopy was improvised for this purpose. | the technique, down to the minutest detail designed to 
prevent loss of blood, injury to adjacent tissue or sepsis. 
Acknowledgements. | The book is illustrated by two plates and 107 drawings 
Dr. I am grateful for the help of Dr. Bruce White, Dr. | by Mr. Douglas J. Kidd. The English is easy and flowing; 
ign Clive Paton and the technical staff of the X ray department | so that the reading becomes a pleasure rather than a task, 
ad for their willing and able assistance. more especially as the steps of all procedures are so 
beautifully and artistically illustrated. 
ore In a chapter on anesthesia it is explained that ether 
res i | was used in 60 cases, spinal anesthesia in 112 and local 
ect Reviews. | anesthesia in 74. Details of the administration of spinal 
ng. | and local anesthesia are given, with a frank statement of 
ion | argument against the former, as well as the reason for 
CAESAREAN SECTION. the author’s manifest preference. 
The author quotes Lord Moynihan as writing in 
| “Abdominal Operations”: 
“CESAREAN SeEcTION: LOWER SEGMENT OPERATION”, by It is a question of taking pains. I once heard a 
Cc. McIntosh Marshall, Honorary Assistant Surgeon to the very distinguished surgeon say that no one could 
Liverpool Maternity Hospital, is a book that obstetricians continue to operate upon even simple cases such as 
have been waiting for.’ It gives not only the history of | inguinal hernia without mortality; one or two might 
the development of the operation and details of various | die in every hundred. If this view is taken, the 
methods of performing it, but also an account of the practice of the surgeon will justify and sustain it. 
author’s 250 cases, with results and the technique But if you deal with cases as units and say “The 
employed. Maternal mortality was nil. ; Dr. Marshall last case may yet die, and the next case be a desperate 
states that he is always altering and improving his one which no man can save, but this case must not 
technique, a state of affairs that characterizes all new die whatever happens” you will find your practice will 
operations until a perfect standard can be attained. go far to vindicate your determined optimism and your 
Subsequent to the compiling of the synopsis and tables confidence. 
es ge th coche yg seg Sg cos cadmas pn Ba It is with “determined optimism” that Dr. Marshall has 
~ east ‘ “| reached his high state of efficiency, and he stimulates 
before the publication of the book. All four mothers | (tierce to do likewise 
survived. The first of the patients had a shoulder | . ‘ 
presentation, had been in labour seven days, with ruptured | 
membranes for six days, and tonic contraction of the 
uterus. The second had central placenta previa. The ARTHRITIS, FIBROSITIS AND GOUT. 
third and fourth were patients whose treatment by opera- 
tion would have apparently presented less risk. There | 
has, then, been no selection of cases. For the most part | “ARTHRITIS. FIBROSITIS AND Gout”, written by Dr. Charles 
the patients have come in the ordinary order of admission | Ww. Buckley, is likely to be of great practical use to the 
to the Liverpool Maternity Hospital. | practitioner... About one-third of the 150 pages of this 
What a ray of hope these lists bring! But will the day | work is devoted to rheumatoid arthritis. Buckley’s 
never come when early recognition of abnormalities in | experience, it is interesting to observe in passing, leads 
pregnancy will prevent the necessity for the rushed | him to believe that this disease is etiologically associated 
admission to hospital of badly managed patients? In five with ordinary rheumatic fever. He also is firmly con- 
cases of the author’s series attempts had been made to | vinced of the importance of septic foci in the causation of 
ee deliver by forceps; in fifteen labour had been induced by | the disease. The joint structures sensitized from the focus 
sd, surgical methods; in ten more there had been a variety | react violently at times to fresh massive doses of toxin. 
lis of other manipulations. Yet the maternal mortality was The pathological discussions are made more directly 
by nil. helpful to the clinician by a description of the radiological 
Ww Let us look at another picture. In a report on maternal appearances with five skiagrams illustrating the condition. 
or- and baby welfare, covering the investigation of 1,073 | Incidentally the work is illustrated by twenty-four excel- 
to maternal deaths in New South Wales during the years | lent plates which add greatly to its value. 
yn 1929-1933, E. Sydney Morris and E. Sandford Morgan The large section on treatment will be of great help to 
cS. record that 67 of the deaths were due to Cesarean section. | the doctor because of the detailed practical information 
An officer of the New South Wales Department of Public | ©” all procedures that have been used during the. last few 
er Health gave it as his considered opinion that we could not | years. A consideration of physiotherapy is included. — 
“dh look for better results in maternity statistics until fewer Chronic villous arthritis is considered separately and its 
ly Cesarean sections were done. It would seem that he | association in women with the onset of the menopause 
ct 
es aes " a id . s 
nd uj, Gwearcan Section. Lower Segment, Operation’. by € Mc. | practitioner, by.C,,W. Buckley, M.D., F-RCP.; 1038. London: 
nd John Wright and Sons Limited. Medium &vo, pp. 236, with | H. K. Lewis and Company Limited. Demy 8vo, pp. 162, with 
, illustrations. Price: 21s. net. 14 plates. Price: 7s. 6d. net. 
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is discussed. Many helpful and practical hints in the 
handling of patients suffering from this condition are 
given. ‘ 

Osteoarthritis is dealt with like all the other diseases 
described under the clear-cut headings of etiology, 
pathology, symptoms, X ray appearances, prognosis and 
treatment. This arrangement faithfully adhered to assists 
the doctor “dipping” into the book for a therapeutic hint. 
The author’s advice on treatment of osteoarthritis is 
practical and complete except that in mentioning, for 
example, X ray therapy, he, of course, omits the details 
of radiological procedure. Spondylitis receives the same 
type of full and helpful consideration as the preceding 
conditions. 

Fibrositis is handled in an interesting way and the 
author has taken pains to assist the reader to arrive at 
correct diagnosis, and certain rare conditions such as 
dermatomyositis are described in the differential diagnosis. 


Gout is last in order. It is useful to read this chapter, 


because, although rare, gout is still with us, albeit at 
times deceitful in revealing itself. 
The desire of the author is manifestly to help his 


colleagues and with the cooperation of his publishers he 
has succeeded admirably. 





TROPICAL MEDICINE AND MALARIA. 





Tue two volumes of the Transactions of the Third Con- 
ference on Tropical Medicine and Malaria cover a wide 
field and would serve to bring anyone interested in tropical 
medicine well up to date in that subject... The conference 
at Amsterdam attracted outstanding workers in tropical 
medicine from many countries including Dr. Hamilton 
Fairley, Sir Rickard Christophers, Count Aldo Castellani, 
R. H. T. P. Harris, Sir Robert McCarrison, Professor E. 
Brumph, to mention only a few. 


The subject matter has been arranged under the 
following headings: deficiency diseases, filaria, yellow 
fever, antiplague vaccination, leptospire, comparative 


tropical pathology, the rickettsias, measures against hydro- 
phobia, the extirpation of the tsetse fly, Rift Valley fever. 
The second volume is devoted to the study of malaria. 
The section on deficiency diseases is of especial interest, 
even to those whose work does not lie purely in the 
domain of tropical medicine. Outstanding are the papers 
by du Toit and Malan on calcium and potassium deficiency 
in osteodystrophic diseases; Jansen, “The New Chemistry 
of Aneurin”; Aykroyd, “Deficiencies of the Poor Rice- 
Eater’s Diet”; Spies, “Role of Nicotinic Acid in Human 


Nutrition”; Mouriquanal and Morensas, “Reciprocal 
Influences of Avitaminosis A and C and of Intestinal 
Parasitism by the Protozoa”, “Study of Scorbutic 


Diarrhea”; Langen, “Significance of the B Complex in 
Human Pathology”. 

Vectors are very exhaustively dealt with. There have 
been great advances in entomology, mainly as a result of 
eareful observation and most ingenious experimentation. 
It makes fascinating reading. There is a full description 
of the Harris trap for Glossina pallidipes and of the work 
of the laboratory for mosquito research in Albania, where 
Hackett and Marston Bates studied all phases of 
mosquito life under skilfully adapted artificial conditions 
and did follow-up work on a real farm under natural 
conditions. In other papers multitudes of larve are 
described, for example, those of Mansonoides which require 
the water weed Pistia to breathe, and Anopheles sundaicus, 
found only in ponds with alge on the surface. In the 
section on filariasis an Egyptian worker, Khalil Bey, puts 
forward a novel theory to account for filarial periodicity. 

When we enter the realm of the viruses we find most 
heroic prophylactic measures in use with striking 








'“Acta Conventus Tertii de Tropicus Atque Malariz Morbis” ; 
Parts I and II; 1938. Amsterdam: Netherland Society of 
Tropical Medicine. Royal 8vo, pp. 1321, with illustrations. 


results. Living virus is employed for plague, yellow 
fever, typhus, Rift Valley fever and hydrophobia. Maria 
van Stockum is most scathing in his criticism of antirabic 
work since the time of Pasteur. The results in an area 
where yellow fever was endemic in Brazil are most 
encouraging. Dr. Fairley in his paper on leptospirosis in 
the British Empire speaks very highly of the work of 
Australians in Queensland, particularly that of Morrissey, 
who first diagnosed Weil’s disease even though there was 
no jaundice. 

In the miscellaneous section the El Tor vibrio is 
implicated as the cause of a choleraic disease by Van 
Loghan and de Moor. Castellani introduces the discussion 
on the metadysenteries. 

Representatives from most of the malarial countries 
spoke of the measures adopted for the control of this 
disease. The general conclusion seems to have been 
reached that each country, even each district, has its own 
problem and only by careful study of the habits of the 
mosquito vector in each particular region can appropriate 
measures be adopted for its elimination. From the papers 
in the section on immunity and pathology it would appear 
that individuals who are treated with large doses of 
quinine or other anti-malarial drug, so as to be completely 
cured of their infection, have no opportunity of developing 
an immunity and are just as prone to reinfection as 
anyone else. On the other hand, small doses which serve 
to keep the patient apyrexial but do not completely 
eradicate the parasite allow of a slowly developing 
immunity such as comes naturally among, for example, 
the tribesmen in certain areas in Tanganyika (Bagster 
Wilson). Papers on malaria-flocculation bear this out. 
There is the usual argument on the varying merits of 
quinine, “Plasmoquin” and “Atebrin”; and Sir Rickard 
Christophers and J. D. Fulton contribute a very erudite 
paper on the respiratory metabolism of Trypanosoma 
rhodensii and Plasmodium knowlesii with observations on 
the inhibitory effect of various compounds on oxygen 
uptake by these organisms. The Plasmodium knowlesii 
seems a very useful parasite for experimental work on 
monkeys. 

The two volumes are excellently edited and beautifully 
printed and set up, as one would expect in the home of 
the Haarlem printer. It is a pity that the language 
difficulty could not have been surmounted; or at any rate 
only English, French or German used as in the majority 
of the articles. It is disappointing to pick up an article 
on parasitology and find it is in Italian, or on osteomalacia 
to find it is in Dutch—languages not read by many 
scientific workers. All medical libraries should certainly 
acquire these volumes. 





A CATECHISM ON SANITARY LAW. 





“SantTaRY LAW IN QUESTION AND ANSWER” has been com- 
piled by two outstanding English medical officers of 
health—Dr. Charles Porter, Medical Officer of Health of 
the Metropolitan Borough of Saint Marylebone, and Dr. 
James Fenton, Medical Officer of Health of the Royal 
Borough of Kensington. The reader can therefore be 
assured of the quality of the book and its contents.’ 

Unfortunately there is a wide variance in detail and 
application of the public health laws of Great Britain and 
Australia and consequently the book is of no value to 
the Australian student in public health in his detailed 
study of our health legislation. On the other hand, it 
very clearly enunciates the many principles involved and 
should be of value in aiding the public health officers in 
evaluating and reviewing our existing legislation, while 
the student will find a wealth of detail assisting him to 
attain a broad view of public health principles. 


‘“Sanitary Law in Question and Answer for the Use of 
Students of Public Health”, by C. Porter, M.D., B.Sc., M.R.C.P., 
and J. Fenton, C.B.E., M.D., M.R.C.P., D.P.H.; Fourth Edition; 
1939. London: H. K. Lewis and Company Limited. Crown 8vo0, 
pp. 368. Price: 10s. net. 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to 
seek the advice of the Editor. 


SIGHT SAVING IN TASMANIA. 





A sicut saving class has been defined as “a special 
class maintained to educate pupils whose sight does 
not permit them to do the work of the regular 
grades, or who attempt it only at the expense of 
their already limited sight”. The first Australian 
sight saving school is being started at Hobart, 
Tasmania, by the State Department of Education 
and under the guidance of Mr. G. V. Brooks, 
Director of Education; he is being supported in 
his endeavours by a group of enthusiasts, prominent 
among whom is Dr. J. Bruce Hamilton, ophthalmic 
This is an event which calls for more 
Not only will it be of 


surgeon. 
than passing notice. 
inestimable benefit to the people of the island State, 
but some of the larger States which have resisted 
all the persuasive efforts of far-seeing ophthal- 
mologists may be shamed into taking belated action. 

Sight saving classes were first started in England. 
Although in 1889 J. H. Bell, an ophthalmic surgeon 
of Bradford, expressed the view that myopic 


children needed special educational provision, it 





was not until 1907 that the London County Council, 
differentiating between blind and partially sighted 
children, determined to give special instruction in 
reading and writing in schools for the blind to 
highly myopic children. Regular medical inspection 
of school children was established in England in 
1908, and large numbers of partially sighted 
children were discovered in public elementary 
schools. The natural outcome was a general recog- 
The first 


special class for children with high myopia and for 


nition of the needs of these children. 


those with severe defects of vision was established 
in 1908 by the London County Council at 
Camberwell. The two people who were mainly 
responsible for this step were Mr. N. Bishop 
Harman, ophthalmologist to the London County 
Council, and Dr. James Kerr, school medical officer 
for London. Since that time many special schools 
have been established. According to a report pub- 
lished by the Board of Education in 1934, there 
were in England and Wales 37 special schools for 
partially sighted children; and since that time, no 
doubt, the number has been greatly increased. In 
addition to these special schools, special educational 
facilities are provided at some schools for the blind. 
Special schools of this type have also been estab- 
lished in the United States of America, the number 
now, according to one authority, being somewhere 
in the neighbourhood of six hundred. 

The objects of sight saving classes have been 
stated by R. W. Irwin as being “first to instruct 
the pupils with the minimum of eye strain, second 
to teach them to conserve the vision they possess, 
and thirdly to provide such vocational guidance 
and, if necessary, vocational training as will enable 
them to fill the most useful places in the community 
their powers will permit”. The pupils are really of 
two types: first, those such as myopes whose sight 
is really benefited and prevented from deteriorating 
by special tuition, and, secondly, those whose eye- 
sight is so defective that they cannot compete with 
their fellows in an ordinary school. The criteria 
for the admission of children to these special schools 


are generally left to an ophthalmologist to deter- 
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mine. Myopes admitted generally include those 


whose myopia is over six diopters, especially if 
fundal changes are present and short-sightedness is 
increasing. Those whose defective vision is due to 
causes other than myopia are generally admitted 
The 


specially for 


if their vision is less than °/;, with glasses. 


new school at Hobart will cater 


children whose defective vision is due to causes 


other than myopia. 


There is no doubt that the new school will be 
effective. The building is small and of course has 
annexe to 
The 


teacher, specially selected and trained for the work, 


been specially designed; it will be an 


one of the large State schools in Hobart. 


will be under the control of the headmaster of the 
larger school. The children will thus be members 
of a large school and at the same time will have all 
the facilities necessary for their tuition. Prior to 
the establishment of this school, children with 
defects in vision have been sent to schools for the 
blind or have been allowed to plod on in ordinary 
schools. In the former circumstances they no doubt 
received some psychological trauma and possibly 
some stigma; in the latter they were, to say the least 
of it, severely handicapped. Medical practitioners 
in all parts of Australia and those interested in the 
health and welfare of the community will con- 


gratulate the Tasmanian Government and Mr. 
Brooks, the 


institution and wish it success. 


Director of Education, on their new 
They will also look 
forward to the time when other States will follow 


this excellent example. 





Current Comment. 





THE PAUL-MIKULICZ OPERATION. 





large intestine is probably attacked 
surgically in a greater variety of ways than any 
other organ. While a one-stage partial colectomy 
with or without a safety-valve caecostomy is still 
favoured by many surgeons engaged in _ this 
specialty, the two-stage operation first described by 
Paul, of Liverpool, gives excellent fnal results and 
is still the commonest method of ablation of 
tumours arising in the left.part of the colon. It 
is certainly a less dangerous operation, as the 
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chances of fecal contamination of the peritoneal 
cavity are slight and the manipulations entailed do 
not require such a high degree of surgical skill and 
dexterity as the one-stage resection. The two-stage 
operation has been considerably modified, and 
refinements in its technique have been introduced 
during the past three decades; but its germ of 
origin was planted by Paul at the end of the last 
century. R. W. McNealy and M. E. Lichtenstein 
have recently traced the development of the opera- 
tion to its present position as the method of choice 
for the treatment of carcinoma of the large bowel.’ 
The history of colonic surgery is an inspiring study. 
It was in 1895 that Paul wrote: 


first, to excise the strictured portion of bowel, 
then to suture together the cut edges of the mesentery 
and the adjacent sides of the two ends of the colon in 
such a manner that they would adhere together for about 
three inches in the position of the two barrels of a double- 
barrelled gun. If this succeeded, the spur might be 
demolished without the slightest risk of peritonitis, and to 
such an extent as to ensure a free passage and easy 
closing of the artificial anus. 


He reported some eleven consecutive cases in 
which the operation had been successful. 

In 1903 Mikulicz reported the cure of nine 
patients four years after the two-stage resection. 
He stated that he had operated on his first patient 
in 1886, at Krakow. 

Lockhart Mummery has been the chief advocate 
of the operation in Great Britain, and under his 
guidance various improvements in technique have 
now become established practice. In America, 
Frank Lahey has done much to render the operation 
safe for the patient. He has modified the Paul 
operation so that the same principles can be applied 
to the resection of tumours on the right side of the 
colon. He stresses the following points. 


After the affected segment of bowel has been 
mobilized and drawn out of the wound, two 
demarcation sutures are introduced to define the 
part to be removed. The marginal blood vessels 
are always sought for and preserved: the mesenteric 
vessels are ligated and divided. The part of bowel 
proximal to the demarcation sutures is united to 
the part distal to them by interrupted sutures, 
which include the longitudinal muscle band, for a 
distance of at least three inches. When the 
abdominal wound is being closed no attempt is 
made to suture the approximated limbs of bowel 
to the anterior abdominal wall. Removal of the 
diseased segment of bowel is effected by crushing 
forceps applied to both loops at the level of the 
demarcation sutures and severance of the affected 
loop by the cautery. The proximal clamp is removed 
in 36 to 48 hours, and the distal clamp at the end 
of the first week. At the end of the second week a 
finger is inserted into each limb of the double- 
barrelled colostomy and one blade of a crushing 
clamp is inserted into each side of the spur. This 
clamp is tightened day by day until it has sloughed 
through the crushed walls of the bowel, a single- 








1 Surgery, Gynecology and Obstetrics, September, 1939. 
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barrelled colostomy in continuity resulting. Formal 
closure of the colostomy is usually performed eight 
to ten weeks after the first operation. 

Devine’s modification of the two-stage operation 
is founded on rational premises, and has received 
wide recognition and adoption. It is only applic- 
able to growths of the distal part of the colon. The 
first step is to disconnect the proximal healthy part 
of the colon from the diseased distal part by a 
transverse colostomy, the cut ends of the bowel 
being brought out through separate openings in the 
abdominal wall. The isolated distal part is then 
washed through till its bacterial content is reduced 
to a minimum. Resection of the growth and 
primary suture can then be undertaken without 
fear of gross peritoneal contamination. Whether 
Devine’s modification should supplant the Paul- 
Mikulicz operation for growths of the left part of 
the colon is thought by many to be still swb judice. 





COLLOIDAL ALUMINIUM HYDROXIDE IN THE 
TREATMENT OF PEPTIC ULCER. 





THE use of colloidal aluminium hydroxide in the 
treatment of peptic ulcer is not new, but so far as 
can be discovered it has not been used to any great 
extent by Australian practitioners. In_ these 
circumstances it may be useful to bring to their 
notice a review by E. E. Woldman and C. G. Polan 
of 407 consecutive cases in which this medicament 
has been used.’ 

First of all readers may be reminded that in 1929 
Crohn expressed the view that colloidal aluminium 
hydroxide was an effective antacid, that it reduced 
total acidity to a point at which complete cessation 
of symptoms was almost an invariable rule and that 


it was non-absorbable and non-toxic. He also 
found that in functional hyperacidity it gave 
almost immediate relief. Colloidal aluminium 


hydroxide is a white gelatinous substance, mildly 
astringent and non-irritating. It is, as Woldman 
and Polan point out, amphoteric and has a pH 
value of 6-9: it can thus be given freely without 
danger of alkalosis. They refer to experiments 
in vitro which show that, when undiluted, this 
colloidal substance combines within half an hour 
with twelve times its volume of tenth normal 
hydrochloric acid: moreover, large quantities do not 
disturb the acid-base balance of the blood and it is 
not absorbed from the gastro-intestinal tract. In 
addition to its antacid action this substance is 
said to protect the ulcer by coating it with a jelly- 
like mass. 

Those who use this substance claim that it can 
be so applied that the ulcer is continuously pro- 
tected from the action of the hydrochloric acid in 
the gastric juice. They think that the application 
of a dressing to the surface of the ulcer (their claim 
amounts to this) together with the antacid action 
of the colloidal substance is superior to other 


1 The American Journal of the Medical Sciences, August, 1939. 





methods of treatment such as alkalinization. There 
are two ways in which the colloidal aluminium 
hydroxide is used. The preferable method is known 
as the constant drip method. When this is used the 
patient is admitted to hospital and the colloidal 
substance, diluted to 25%, is instilled into the 
stomach continuously through a naso-gastric tube 
at the rate of 15 drops a minute, both day and night, 
for ten days. The flow of the drops is regulated 
and controlled by a special apparatus. The dis- 
advantage of the method is, of course, the use of 
the indwelling nasal tube. The tube, it should be 
mentioned, is passed only as far as the lower end of 
the @sophagus. When patients will not tolerate 
the tube, the other method is used. Here the 
colloidal aluminium hydroxide is given by mouth. 
A 25% suspension in water is given every hour 
during the day; at night the patient is wakened 
every two hours to receive the dose (one ounce). 


This medicament has been used, and with con- 
spicuous success, after massive hemorrhage. 
Woldman and Polan’s series of 407 patients 


included 101 who suffered from hematemesis or 
melena. In this series there were only three deaths. 
At the same hospital before the introduction of 
their treatment there were 38 cases of massive 
hemorrhage from the gastro-intestinal tract with 
eleven deaths. We do not propose to give details of 
the results of treatment achieved by Woldman and 
Polan; it must suffice to state that, apart from the 
good results obtained in the treatment of massive 
hemorrhage, they claim the prompt relief of pain, 
the rapid healing of the ulcer and the healing of 
refractory ulcers. The details given support these 
claims. 

The diet given to patients treated in this way 
consisted of milk with one-third cream, cooked 
cereal, a soft boiled egg, a slice of toast, butter, 
cream soups, gelatin, custard, tapioca and junket. 
Small quantities were taken “every two hours for 
twelve hours”. 

In assessing the value of any method of treating 
peptic ulcer we must remember that the cause of 
ulcer is not known. We do know that mental stress 
and worry have a great deal to do with its onset and 
with its failure to heal. No two cases of peptic 
ulcer can therefore be said to be identical. To 
determine the relative merits of medicaments in the 
treatment of this condition it is therefore necessary 
to compare large numbers of patients in series 
which are as nearly similar in every respect as it 
is possible to find them. Even then the conclusions 
would have to be guarded. It is also necessary to 
remember that many ulcers will heal after rest and 
the giving of a suitable diet alone. What we can 
say of colloidal aluminium hydroxide is that it is a 
suitable medicament for the treatment of peptic 
ulcer, and that there are theoretical reasons for 
the supposition that it would be successful when 
some others had failed. Perhaps it should be 
unnecessary to add that the success of any 
medicament in the treatment of this condition will 
depend largely on the assiduity with which general 
methods, such as rest and diet, are exploited. 
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Abstracts from Current 
edical Literature. 





OPHTHALMOLOGY. 





The Wearing of Spectacles with 
Gas Masks. 


M. Cor et alii (La Presse Médicale, 
September 2, 1939) state that many 
difficulties beset persons with defective 
vision who have to wear gas masks. 
The side-pieces of spectacles interfere 
with the air-tightness of the mask, the 
lenses are pushed against the eye- 
lashes and become fogged, the frames 
are apt to scratch the anti-fog 
chemical off the inside of the visors, 
and pince-nez are dislodged. Specially 
constructed side-pieces and even tapes 
have proved unsatisfactory, because 
they cause leakage, although a leather 
loupe with elastic tapes, which is 
illustrated, answers well with care. 
Replacement of the visors by correc- 
tive lenses, it is concluded, is 
impracticable. The fixing of corrective 
lenses to the interior of the mask has 
been attempted in many ways; the 
authors recommend that each lens in 
a metal rim be attached to the upper 
and outer part of the rim of the 
corresponding visor at an angle of 
15° to the glass, and a simple device 
for the attachment is described. 


Mydriatic Effects of Adrenaline 


Drops. 
L. Weexkers, P. Joris anp F. 
BoNHOM ME (Archives @Ophthal- | 


mologie, February, 1939) discuss the 
use of adrenaline drops for the pro- 
duction of subtotal dilatation of the 
pupil and for the reinforcement of 
the effects of atropine in certain 
cases. They use a preparation by 
Sternon and Henrioul, as follows: 
boracic acid, 10-0 grammes; chloretone 
and sodium bisulphate, of each 0-03 
gramme; levorotatory adrenaline 
base, 0-2 gramme, tyndallize to 70° C. 
These drops, which are isotonic and 
of pH 8-5, are well tolerated and more 
certain in action than the commercial 
adrenaline drops used in 1927 by 
Magitot, who found subconjunctival 
injection preferable to _ instillation. 
The adrenaline drops resemble 
“Glaucosan” in mydriatic properties, 
and careful instillation of two or three 
drops over fifteen minutes produces in 
half an hour a prolonged subtotal 
dilatation which disappears in twenty- 
four hours. Accommodation is not 
appreciably affected. Used to supple- 
ment the four-hourly use of atropine 
and scopolamine, adrenaline drops are 
of great value in the search for 
retinal tears or for foreign bodies 
or tumours in the region of the ora 
serrata; but they cannot be used 
during operations for detachment of 
the retina, because in conjunction 
with anesthetics they tend to cloud 
the cornea. 
tion two drops of adrenaline are 
instilled along with homatropine and 





For intracapsular extrac- | 


euphthalmine. Because it lowers 
intraocular tension, adrenaline alone 
is indicated when mydriasis of 
glaucomatous eyes is required. It 
should be used after atropine in acute 
iritis, and has a rapid but transient 
action in these cases. It is also 
valuable in acute hypertensive irido- 
cyclitis. It remains to be determined 
whether the degree of mydriasis 
attained by adrenaline drops in dif- 
ferent people can be correlated with 
any ocular, nervous or physical con- 
dition, as seems possible on the basis 
of the neurohumoral theory of nervous 
mechanism. 


An Operation for Pterygium. 


H. Arrvuea (Ophthalmologica, March, 
1939), during his stay of six months 
in tropical America, found that 15% 
to 20% of the adult population had 
varying degrees of pterygium and that 
post-operative recurrences were fre- 
quent. He practised and recommended 
the adoption of a new operation. The 
upper part of the bulbar conjunctiva 
is painted with gentian violet in a 10% 
alcoholic solution. The surgeon then 
removes the pterygium, first separat- 
ing its corneal apex and then removing 
the tissue as far as its base, even up 
to the caruncle, if involved. He then 
frees an adequate flap of the stained 
conjunctiva, usually six to eight milli- 
metres in height by one centimetre in 
width. This flap is now sutured in 
position. The wound near the caruncle 
is closed with one or two sutures, 
and several sutures are put in at the 
lower margin of the wound and also 
along the upper part of the limbus, 
from which the stained conjunctiva 
was slid. No sutures are inserted at 
the limbus on the former site of the 
pterygium. If an excess of conjunctiva 
covers the cornea, it is removed with 
scissors. The author noticed that the 
medial conjunctiva of those adults who 
had not a pterygium was thickened. 
By his operation this area is covered 
by the normal conjunctiva that has 
been protected from sun, heat and 
dust—the probable causes of this 
affection. 


Ectopic Zonula. 


J. Pinxuor (Ophthalmologica, 
Volume XCVIII, 1939) discusses the 
significance of a defect in the lower 
zonular sectors of zonular fibres in 
abnormal positions in an eye that 
developed secondary hydrophthalmia. 
This eye was smaller than its fellow 
till the third year of life, when it 
was found to be distended and 
glaucomatous, and a cataract which 
had been seen had resorbed. As there 
was a suspicion of malignant disease, 
the eye was removed. Amongst the 
defects found were irregular displace- 
ment of the ciliary processes, mostly 
backwards, and a membranous septum 
behind the iris connected with the 
ciliary body, the lower pupillary 
border, the remnants of the lens and 
of the hyaloid canal. This septum 
contained glial and mesenchymal 


tissues, including elements with the | 





properties of zonular fibres and mem- 
branes inserted into the lens remnant, 
the ciliary body and the hyaloid canal 
rest. The author assumes that the 
equator of the lens induces the forma- 
tion of zonular connexions with those 
structures to which it is nearest. 


Retinal Capillaropathy. 


Von V. Avizonis (Ophthalmologica, 
Volume XCVIII, 1939) describes under 
the title retinal capillaropathy several 
conditions that have been described 
as Gunn’s dots, retinosis (Cattaneo), 
retinal capillaritis (Bailliart), and 
central angioneurotic retinitis 
(Horniker). He considers that insuf- 
ficient circulation of blood is the cause 
and that, as inflammation plays no 
part, the titles used by other authors 
are unsuitable. He describes the 
formation of characteristic minute 
cavities in the retina. They appear in 
small areas of softened retina that 
follow occlusion of arterioles and 
capillaries. The underlying cause may 
be traced to the effects of toxins, 
nicotine, disturbances of internal 
secretion and metabolism, and syphilis. 
The author treated several patients 
suffering from this condition, injecting 
acetylcholine and “Padutin”. Their 
ages varied from 47 to 80 years. The 
effects of acetylcholine appeared to 
be more rapid and slightly better than 
those obtained with “Padutin’”. In 
most cases the sight had definitely 
improved after. three or four daily 
injections of 10 centigrammes of 
acetylcholine into the muscles. 


The Use of Sulphonamide in 
Ophthalmology. 


B. SzinecGH (Klinische Monatsblatter 
fiir Augenheilkunde, May, 1939) sum- 
marizes his experiences with p-amino- 
benzol sulphonamide. A child of three 
injured an upper lid with wire; 
cellulitis with fever and _ rigors 
resulted. Two cubic centimetres of 
sulphonamide were given intramuscu- 
larly every day for three days and 
the child recovered. A child, aged 
eighteen months, developed cellulitis 
of the upper lid following injury by a 
piece of wood. Sulphonamide given 
intramuscularly and by mouth led to 
recovery on the third day. The author 
had three other cases of cellulitis of 
the lids. In the first, intravenous injec- 
tion of sulphonamide and _ incisions 
were employed and recovery followed 
on the fourth day. The second patient, 
aged fifty-eight years, came to the 
author with a raised temperature and 
a necrotic area near the external 
canthus. Intravenous injections led 
to recovery. The third patient of this 
series presented cellulitis of both lids, 
which did not respond to sulphon- 
amide by the end of the third week, 
when he manifested the papulo- 
macular rash of secondary syphilis. 
Antiluetic treatment, together with 
“Prontosil”, led to rapid recovery of 
the lid trouble. The author remarks 
that when there is no improvement 
after seven days of sulphonamide 
treatment a search should be made for 
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concurrent disease, such as syphilis 
or diabetes. Of two patients suffering 
from retrobulbar cellulitis, one 
recovered in seven days, although the 
infection had laid bare a large portion 
of the bony wall of the orbit. The 
other presented meningitis and was 
unconscious on admission to hospital; 
death occurred three days later. The 
author believes that once meningitis 
has set in there can be no recovery. 
Two patients developed intraocular 
infection following cataract extraction. 
Both were given milk injections and 
sulphonamide, and the eyes were saved 
after treatment for three days. The 
author uses protein shock together 
with sulphonamide therapy in all 
cases in which chemosis, haziness of 
the cornea and threatened endophthal- 
mitis appear after operation. If milk 
is contraindicated he uses two cubic 
centimetres of typhoid vaccine on the 
first, second and fourth days. He has 
consequently never lost an eye from 
post-operative panophthalmitis. 


OTO-RHINO-LARYNGOLOGY. 





The Larynx in Infantile Beriberi. 


Vivencio C. ALCANTARA AND GER- 
MINIANO DE Ocampo (Archives of Oto- 
laryngology, September, 1939) give 
their results of the examination of 
the larynx in cases of infantile beri- 
beri. Thirty-seven patients suffering 
from this disease were submitted to 
direct laryngoscopic examination; of 
them, five had acute cardialgic, fifteen 
aphonic, sixteen combined cardialgic 
and aphonic, and one mixed cardialgic, 
aphonic and pseudomeningitic beri- 
beri. Eleven of them had the disease 
complicated by acute infection of the 
respiratory tract. The youngest was 
one month of age and the oldest nine 
months. All except seven were below 
four months of age. Hoarseness and 
weakness of the voice or aphonia 
were the most frequent symptoms. 
The final diagnosis of infantile beri- 
beri was made in all these cases by 
the pediatrician. The five patients 
suffering from acute cardialgic beri- 
beri, in whom the impairment of voice 
was slight, showed only slight con- 
gestion of the vocal cords, their 
motility being normal. All the rest 
had impairment of motion of the vocal 
cords. The right vocal cord was 
paretic or could not move completely 
to the median line in four cases, 
stayed immobile in the middle in nine 
cases and assumed a cadaveric position 
in three. The left vocal cord was 
paretic in five cases, completely 
immobile in the median line in nine 
cases and cadaveric in one. The vocal 
cords were bilaterally affected in three 
instances. In some cases the paretic 
vocal cord appeared at a lower level 
than the normal. A control group of 
31 children suffering from diseases 
other than infantile beriberi but from 
hoarseness as a complaint were also 
examined laryngoscopically. Twenty- 
two of these had only congestion of 





the vocal cords, which moved normally. 
The rest had impairment of movement 
of the vocal cord, but in almost all of 
them there was a coexistent patho- 
logical condition which might have 
explained the paresis. In the rare 
cases in which the impairment of 
motion seemed to be entirely attribut- 
able to the inflammatory congestion of 
the larynx, the hoarseness and the 
impaired mobility were short lasting 
in contrast with their long duration 
in the cases of beriberi. The authors 
believe that impaired mobility of the 
vocal cords should be added to the 
already recognized criteria for the 
diagnosis of infantile beriberi. In 
cases in which beriberi and acute 
infection of the respiratory tract 
coexist, the motility of the cords is of 
help in determining whether both are 
present and what degree of deficiency 
of vitamin B exists in the child. The 
modus operandi in the production of 
the clinical facts observed seems to 
be first the irritation and then the 
degeneration of the abductor fibres of 
the vagus nerve followed by similar 
changes in the other fibres, the tensors 
and adductors. The cardiac enlarge- 
ment does not seem to have any 
influence on the degeneration. Clini- 
cally, and probably pathologically, at 
least with regard to the laryngeal 
lesions, there is a close similarity 
between adult beriberi and infantile 
beriberi. 


Atrophic Rhinitis. 


W. W. Eacte, R. D. BAKER Aanp E. C. 
HAMBLEN (Archives of Otolaryngology, 
September, 1939) report the results of 


the treatment of atrophic rhinitis 
with cestrogenic substances. They 
draw attention to the _ frequent 


references in the literature to a naso- 
genital relationship since Mackenzie 
first discussed “the well known sym- 
pathy between the erectile portions of 
the generative tract and other erectile 
structures of the body”. The authors 
report the results of the treatment 
of fourteen patients. They made a 
biopsy before treatment and again 
after it was concluded. The intervals 
between the biopsies varied from 
27 to 216 days; treatment was started 
immediately after the first biopsy. 
The average age of the patients was 
thirty-three years, and the duration 
of the disease varied from one to 
forty years. Treatment consisted in 
the irrigation of the nose twice a day 
with physiological salt solution, or a 
1 in 10,000 solution of permanganate 
of potash, followed by the spraying 
into the nose of 0:5 cubic centimetre 
of estrogenic substance. Inspection 
of the nose at the end of the period 
(before the second biopsy) revealed 
a diminution or complete eradication 
of crusts, and in no instance was any 
odour detectable. The only noticeable 
changes in the mucosa were a slight 
increase in hyperemia and a smoother 
surface. Details of the findings in the 
fourteen second biopsies are given; 
there was no alteration in the amounts 
of squamous and ciliated epithelium 
or in the vascularity. The article is 
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illustrated by photomicrographs. The 
authors express the opinion that study 
of a larger series might give sig- 
nificance to the suggested increased 
function of the mucous glands and the 
decreased density of the tunica 
propria. They cannot say whether 
the freedom from crusts was the result 
of the irrigations or of the estrogenic 
therapy. 


The Effects of Aeroplane Noise on 
the Auditory Acuity of Aviators. 


E. R. Datziet Dickson, A. W. G. 
EwInG Anp T. S. Litter (The Journal 
of Laryngology and Otology, Septem- 
ber, 1939) make some preliminary 
remarks on the results of their investi- 
gation into the effects of aeroplane 
noise on the auditory acuity of 
aviators. A loss of high tones is 
noted in persons exposed to aeroplane 
engine noise if the ears are not pro- 
tected. This loss becomes apparent 
at an early stage, even after a few 
hundred hours, It varies with 
individuals, and is temporary at first 
but becomes permanent after a time. 
No deafness amounting to disability 
is complained of unless the speech 
frequencies are involved. Bone con- 
duction is diminished pari passu for 
frequencies showing a loss of air con- 
dition. Wave analysis of aircraft 
noise, by existing methods, indicates 
that all the components of large 
amplitude are low in frequency. There 
is thus an apparent inconsistency 
with evidence obtained in experiments 
on aural fatigue and cochlear degenera- 
tion as the result of noise, in which 
depression of response has occurred 
at or about the frequency of the 
fatiguing tone. Protection of the ears 
appears to diminish, if not eliminate, 
the risk of impairment of auditory 
acuity as measured by the audiometer. 
Various methods for protecting the 
ears have been studied; investigations 
in this direction are still in progress. 


Nasal Sinusitis in Children. 


S. E. Birpsaty (The Journal of 
Laryngology and Otology, September, 
1939) discusses the symptoms, signs 
and treatment of nasal sinusitis in 
children. Sinusitis in children is 
common and should be suspected in all 
cases in which nasal obstruction, cough 
or frequent “colds” are _ present. 
Sinusitis may be a complication of the 
acute specific fevers, especially of 
whooping-cough, and of influenza, of 
the common cold or of any acute 
respiratory tract infection in children. 
Its onset is insidious and will often 
be overlooked unless a careful exam- 
ination of the nose is made. Tonsil- 
lectomy is often performed upon 
children with sinusitis without any 
beneficial result. Careful examination 
of the nose would prevent this error 
in a large proportion of cases. 
Sinusitis in children responds readily 
to treatment, especially by the replace- 
ment method; operative treatment is 
necessary in a relatively small number 
of cases. 
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SCIENTIFIC. 





A JOINT MEETING of the Victorian Branch of the British 
Medical Association and the Melboyrne Pediatric Society 
was held at the Children’s Hospit@l, Carlton, Melbourne, 
on August 9, 1939. The meeting took the form of a 
number of clinical demonstrations by members of the 
honorary staff of the hospital. 


Intrathoracic Tuberculosis in Childhood. 


Dr. A. P. DerHam, Dr. Ropert Soutuspy and Dr. Henry 
J. Sunn showed a group of five patients to demonstrate 
the clinical manifestations of intrathoracic tuberculosis 
in childhood. The frequency with which the history of 
contact with a tuberculous adult was obtained was 
stressed because a human origin of infection was 
the rule in the State. The attention of members was 
drawn to the danger to babies and young children of the 
presence in the home of a _ person suffering from 
tuberculosis. It was considered a matter of importance 
and urgency that there should be formed plans designed 
to prevent the morbidity and mortality arising from the 
existing state of affairs. It was recognized that some 
of the manifestations of the tuberculous process in the 
patients selected for the demonstration were of unusual 
interest and not of common occurrence. The demon- 
strators acknowledged with thanks the helpful remarks 
and suggestions made by Dr. Bell Ferguson, the State 
Director of Tuberculosis. Many radiological films and 
pathological specimens were shown at the demonstration. 

A male baby, aged fifteen months, with a focus regarded 
as tuberculous in the right lower lobe, had been under 
treatment at the hospital for nine months. The baby had 
been fed at the breast until within three weeks of the 
death of the mother from pulmonary tuberculosis; this 
had occurred when the baby was five months old. It was 
demonstrated from the skiagrams of the baby’s chest 
that the condition had been of a progressive nature, and 
at one time the appearances had been highly suggestive 
of miliary tuberculosis. Bacillus tuberculosis had been 
grown on culture from the gastric contents. The survival 
of the baby was the unusual feature. The glands in the 
neck, axille and groins had become hard and enlarged 
to a varied extent. Tuberculous granulation tissue was 
present in a stained microscopic preparation from a gland 
removed from the left axilla. 

Another boy, aged just under three years, had enlarged 
hilar glands and infiltration extending anteriorly well into 
the left upper lobe. The discovery had been made as a 
result of examination carried out because the mother 
had “open” tuberculosis and a younger brother had died 
of tuberculous meningitis. 

A small, under-nourished baby, aged nine months, had 
consolidation in the upper lung field, which had persisted 
for several weeks after the baby had had measles followed 
by bronchopneumonia. Bacillus tuberculosis had been 
recovered from the gastric contents; the response to the 
Mantoux test was positive when a dilution of 1 in 1,000 
parts was used; and the baby’s mother had “open” 
pulmonary tuberculosis. 

A girl, aged thirteen years, was shown as suffering 
from the adult type of pulmonary phthisis sometimes 
encountered in childhood. For two years tuberculous 
cavitation had been demonstrable in the upper portion of 
the left lung and the advisability of compression therapy 
was under consideration. 

A female baby, aged twelve months, was shown; she 
had had inspiratory stridor and a “brassy” cough for 
several months. The Mantoux reaction was positive and 
massive mediastinal glandular enlargement was present. 
The source of infection had not been determined, though 
the home contacts had been examined carefully. The 
difficulty in finding the source of infection was the unusual 
feature. 











Bronchiectasis. 


Dr. Russet. Howarp and Dr. L. P. Warr showed patients 
suffering from bronchiectasis, and demonstrated the 
medical and surgical aspects of the disease by means of 
bronchograms and pathological specimens. They said that 
in some very early cases the condition might be amenable 
to medical treatment. That treatment consisted of postural 
drainage and respiratory exercises, together with hygienic 
and dietetic measures; the diet should be rich in vitamins 
and the treatment should be carried out under sana- 
torium conditions. In multilobar cases palliative treat- 
ment of that nature was advised. Several patients were 
shown suffering from unilateral unilobar bronchiectasis, 
the type recognized universally as specially suitable for 
surgical treatment. Under certain conditions in bilateral 
basal cases the patients might be expected to benefit from 
surgical treatment. From the series of bronchograms 
the steady progress of the disease from lobe to lobe in 
the same child over a period of years could be followed; 
that fact proved that in suitable cases surgical treatment 
should be adopted without undue delay. 

Emphasis was placed on the facts that bronchiectasis 
was a common condition and that early recognition was 
essential if good results were to be expected. The fre- 
quency with which measles or whooping cough appeared 
to be at least an exciting cause was pointed out. It was 
stated that children with persistent cough should be 
subjected to bronchography at an early stage so that the 
accuracy of the diagnosis would be improved and appro- 
priate treatment could be instituted. The excellent 
results and low mortality rate of surgical measures in 
properly selected cases were distinctly encouraging. 


“Dagenan” Treatment. 


Dr. J. W. Grieve showed a group of patients who had 
suffered from pneumonia, influenzal meningitis and certain 
other conditions, and discussed the dosage of and treatment 
with “M & B 693”. 


The Feeding of Sick Babies. 


Dr. H. Boyp GraHAm demonstrated from a series of 
lantern slides some of the principles he recommended in 
the feeding of sick babies. The main point he made was 
that careful attention should be paid to the adequacy 
as well as to the suitability of the feeding mixtures used 
when babies were ill. It was by no means impossible, 
he said, to feed babies suffering from severe febrile 
illnesses in such a manner that the nutritional state was 
maintained and the babies actually gained in weight. 
That aim in treatment had an important bearing on the 
development of resistance to the infecting organisms and 
the consequent shortening of the duration of the illness, 
with lessened morbidity and mortality. Dr. Graham 
expressed the opinion that the under-nutrition of sick 
babies, which was so frequent during the course of the 
illness, was a potent cause of that amount of the gravity 
of the illness which was usually attributed to the tender 
age of the patient. On account of the illness of the baby, 
Dr. Graham said, the feeding mixture used might have 
to be selected specially because of the ease with which it 
could be digested, or a predigested food might be necessary. 
Dr. Graham spoke of the use of 5% or 10% glucose in 
half-strength normal saline solution and of certain 
hydrating fluids; he said that such liquids should be 
administered to febrile babies, to babies exhibiting toxic 
symptoms, and to young children to combat ketosis and 
dehydration, which had a baneful influence on their 
progress. Dr. Graham said that “Bengerized” milk 
feedings were highly favoured at the Children’s Hospital 
as an example of predigestion; but he emphasized the 
importance of omitting the use of “Benger’s Food” as soon 
as the baby could be reasonably expected to resume 
normal digestion. He discussed the malt soup mixtures 
of starches and sugars with milk and water, and charac- 
terized them as suitable for the rapid restoration of 
weight lost after consistent under-feeding and dehydration. 
They were, however, unbalanced in the direction of excess 
of non-protein to protein content, and the normal balance 
should be reestablished as soon as it was apparent that 
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the baby was no longer dehydrated and had regained 
activity and interest in food. Weak starch and gelatine 
solutions had a colloid property which protected the colloid 
state of the cow’s milk constituent; this rendered them 
suitable as diluents to improve the digestibility of the 
mixture. Citration of milk had a somewhat similar effect 
on the protein curd, and was often sufficient when a 
baby was feverish but not very ill. The use of con- 
centrated milk and dried milk powders with added water 
was of great value, particularly in the building up of the 
diet during the gradation from a predigested mixture or 
a malt soup mixture to a more normal type of feeding. 
Dr. Graham also discussed the indications for the use of 
boiled and baked flour feedings for hypertonic babies who 
had a tendency to vomit and were particularly difficult 
to feed with the more usual mixtures. With reference to 
the administration of feedings to sick infants, Dr. Graham 
said that the assistance of a competent and experienced 
nurse was of primary importance. Feeding by spoon or 
pipette had often to be substituted for bottle feeding. 
Gavage feeding required special experience and should 
be looked upon as a last resort. The introduction of 
fluids into the peritoneal cavity or into the veins or 
under the skin in a similar manner required special 
experience and usually should not be resorted to unless 
oral or rectal administration had been shown to be 
ineffective. The free use of weak alkaline fluid by mouth 
often checked vomiting other than that of cerebral origin 
or that due to obstruction. Refeeding of the amount lost 
by vomiting should be carried out reasonably soon after 
the vomiting occurred. Careful charts should be kept 
showing the exact nature of the fluids and nourishment 
administered, together with times and quantities and 
information as to whether the amounts given were retained 
or vomited. It was only by that means that accuracy 
could be assured and intelligent supervision of the 
management conducted by the physician. 


Affections of the Knee Joint. 


Dr. Eric Price showed six children to illustrate certain 
points of interest in the diagnosis and treatment of 
affections of the knee joint in children. 


A girl, aged eleven years, had for four or five months 
complained of slight pain and swelling in the left knee. 
The knee was warm and tender; effusion and periarticular 
thickening and partial restriction of movement in all 
directions were detected on examination. In the skiagrams 
the soft tissue swelling and slight decalcification were 
the only features. Estimation of the blood sedimentation 
rate revealed a fall of only nine millimetres in one hour. 
In a microscopic preparation from an inguinal gland the 
usual characteristics of tuberculous adenitis were found. 


A boy, aged thirteen years, had come under notice on 
March 15, 1939, six months after he had struck the left 
patella on a step. A painless effusion had followed the 
injury, which had recurred after the knee kad been 
immobilized in plaster for three months. Effusion was 
present at the time of examination and led to some 
restriction of movement. The patella was enlarged and 
tender over an area on the lower and medial side. The 
condition turned out to be non-tuberculous osteomyelitis 
of the patella with joint effusion. At operation a tiny 
sequestrum was removed from a small cavity containing 
pus, from which a culture of Streptococcus aureus was 
obtained. The knee joint had been held at rest in plaster 
and the wound was healing well; neither free use nor 
weight bearing had been allowed at the time of the 
meeting. 


A girl, aged almost fourteen years, had a history of 
intermittent swelling of the right knee, without pain, but 
worse after exercise. The onset was insidious and the 
duration approximately three months when the patient 
had been seen first by Dr. Price on May 30. The knee was 
hot and a large effusion was present. Four foul 
teeth were noticed. Aspiration of the joint was carried 
out and sterile fluid was obtained; it contained cells, 
65% of which were polymorphonuclear. An inguinal gland 
was removed for biopsy examination and the presence of 





chronic non-tuberculous adenitis was reported. Dr. Price 
had made the diagnosis of non-specific infective synovitis 
on clinical grounds. The teeth had been extracted and 
Dr. Price had applied a plaster cast from the groin to the 
toes; but he thought that at a later date he would have 
to include the hip joint, as the effusion had not been 
— and the knee was not absolutely fixed by the 
plaster. 


A boy, aged eleven years, had contracted bilateral 
osteochondritis dissecans of the knee joints. In January, 
1937, he had been struck on the medial side of the right 
knee by a cricket ball. He recovered after being lame 
for a week, but had noticed intermittent aching pain in 
the knee and a tendency for the joint to crack on move- 
ment. On examination a year later he had only slight 
limitation of extension at the right knee; but in skiagrams 
which had been prepared at that time osteochondritis 
dissecans was apparent on the medial side of the lateral 
femoral condyles of each leg. A plaster cast in which the 
patient could walk was applied to the right knee only and 
kept on for six weeks. During the six months that had 
elapsed since then the condition of the knee had been 
apparently satisfactory; from examination of the 
skiagrams it was believed that the lesions were healing. 


Dr. Price also showed a girl, aged twelve years and 
seven months, who, when first seen on July 7, 1939, had 
had pain of increasing severity in the tibial tuberosity of 
the right knee of four years’ duration. The patient limped 
with a flexed knee, the tibial tuberosity was prominent 
and tender and relatively warm; there was a little wasting 
in the thigh and calf. From the skiagrams it was deduced 
that the upper end of the tibia was formed from one 
epiphysis only; the part forming the tuberosity was 
irregular in shape and density and there were some 
well-defined calcified areas in the region of the ligamentum 
patella. Dr. Price regarded the condition as osteochondritis 
of the tibial tuberosity; he had undertaken an operation 
in which the patella tendon was split vertically and he 
had made an opening into a small cavity lined by 
granulation tissue. By curettage he had exposed healthy 
bone, but had not encountered the epiphyseal line. The 
wound had healed and by microscopic examination the 
granulation tissue was found to be of a_ non-specific 
character. 


Another girl, aged twelve years and six months, had 
had recurrent dislocation of the patelle. The condition 
had first occurred at the age of seven years and had 
affected the left patella frequently from that time until 
it had become a monthly occurrence. In October, 1938, 
the right patella became dislocated in similar fashion. 
The dislocations caused considerable pain and the swelling 
lasted two or three days. An interesting feature was the 
fact that the child’s father also had been subject to 
dislocation of both patelle for many years. The child’s 
patella were very mobile laterally; with the knee extended 
the first effect of increased tension of the quadriceps was 
lateral movement of the patella. In the skiagrams it 
could be seen that the shape of the patelle was abnormal. 
In the lateral view they were unusually rounded and in 
the antero-posterior direction the medial border was unduly 
straight; both epiphyseal lines for the tibia were present 
and the patella on each side was placed very laterally. 
Dr. Price remarked that there was a lentiform deficiency 
and that he considered that the quadriceps were weak. 
He had prescribed exercises; but the left pateila had 
continued to become dislocated. 


Surgical Cases. 


Dr. J. B. CorguHoun arranged a demonstration illus- 
trating various forms of talipes, fractures about the region 
of the elbow joint and pathological conditions of the 
hip joint. 


Dr. D. O. Brown showed a number of patients illus- 
trating plastic surgical procedures, such as the repair of 
harelip and hypospadias and the management of temporo- 
mandibular ankylosis. 
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Dre. J. G. Whiraker showed patients who had been 
treated for a variety of conditions, including Meckel’s 
diverticulum, pyloric stenosis, hydatid infestation, certain 


surgical renal conditions and slipped capital femoral 
epiphysis. 
Dr. W. R. Forster gave a demonstration illustrating 


various pathological conditions in the joints. 


Dermatological Demonstrations. 


Dr. Jonn H. Ketty showed a series of children who had 
cavernous angiomata of the subcutaneous type which had 
been treated by the insertion of radium needles having a 
0-5 millimetre thickness of platinum wall. The defects of 
surface irradiation were commented on and the risk of 
the production of radio-dermatitis unless carefully filtered 
suberythema doses were given when radium plates were 
applied. Dr. Kelly said that if cutaneous angiomata 
occurred in a situation where excision could not be 
considered, as at the root of the nose or involving the 
whole substance of the cheek, radium needles could be 
inserted into the tumour and a perfect cosmetic result 
might be obtained with very small dosage. He added that 
it was important to remember that once involution was 
set in motion adequately, the lesion continued to fade 
away. He issued the warning that the tendency had 
always been to use excessive dosage of radium. 

Dr. Kelly showed a girl, aged just under two years, 
with an extremely large cavernous angioma in the left 
pectoral region. On the surface of the main mass there 
was a superficial patchy capillary angioma. Dr. Kelly 
said that sclerosing injections had failed to diminish the 
size of the mass and that he proposed to insert radium 
needles. 

Dr. Kelly also showed a boy, aged two years and three 
months, who had had multiple erectile angiomatous 
tumours of the right cheek, which were based upon a 
pale diffuse capillary angioma and were similar to the 
excrescences in middle life on the faces of those affected 
with port-wine stains. Dr. Kelly pointed out that the 
tumours in the case under discussion were very thin 
walled, and frequent severe hemorrhages had taken place. 
He had removed the lesions by diathermy, but to avoid 
scarring had inserted small mattress sutures to control 
hemorrhage. He mentioned that the use of the coagulating 
diathermic needle for that purpose would have produced 
pitting, which would have been undesirable cosmetically. 

Another patient shown by Dr. Kelly was a girl, aged 
five years and six months, who had a small red area with 
two pinhole sinuses in front of the right ear. A red 
swelling discharging pus had appeared in that situation 
from time to time over a period of two years. Before 
ber arrival at the Children’s Hospital unsuccessful 
attempts had been made at excision. Dr. Kelly explained 
that the lesion was a dermoid one and that the tubular 
remnants in that situation sometimes burrowed widely: 
any surgical treatment was liable to increase the cosmetic 
defect. 

Dr. Kelly then showed a boy, aged twelve years and five 
months, who was suffering from atypical basal cell 
epithelioma. There was a lesion on the left cheek almost 
circular in outline and one centimetre in diameter, with 
central scarring and a slight crust; the rolled border was 
pearly and semi-translucent, and contained fine capillaries. 
Dr. Kelly differentiated the lesion from lupus vulgaris and 
granulomata such as granuloma annulare. He said that 
the clinical diagnosis was rodent ulcer or basal cell 
epithelioma and that that diagnosis would be subject to 
confirmation histologically. 





Pathological Exhibits. 


Dr. REGINALD WEBSTER arranged a pathological demon- 
stration from a large group of museum specimens col- 
lected at the hospital during the year. He had shown 
practically all the specimens at the meetings of the 
Melbourne Pediatric Society, and descriptions of them 
have already been published in THe Mepicat JouRNAL oF 
AUSTRALIA. 


Behaviour Problems. 


Dr. Joun F. WittiaMs illustrated the wide range of the 
behaviour problems arising among children by showing 
patients and giving details from case histories. He also 
explained the methods of investigation adopted in the 
special clinic at the Children’s Hospital. 


Spastic Paralysis. 


Dr. JEAN MACNAMARA conducted a demonstration on the 
care of the subjects of spastic paralysis. 


Demonstration of Various Conditions. 


Dr. IAN Woop, Dr. C. H. Firrs and Dr. C. W. Ross 
conducted a medical demonstration which included the 
results of splenectomy for Banti’s syndrome and acholuric 
jaundice, the management of patients with nutritional 
anemia, an apparent recovery from infective endocarditis 
and a series of patients who might be benefited by 
lobectomy. 





MEDICO-POLITICAL. 





A SPECIAL meeting of the Victorian Branch of the British 
Medical Association was held at the Medical Society Hall, 
East Melbourne, on February 7, 1940, Dr. H. C. Corvin, 
the President, in the chair. 


The Financial Position of the Branch. 


Dr. C. H. Moriison, the Honorary Treasurer, made a 
statement on the financial position of the Branch. He 
addressed the members in the following terms. 

The financial position of the Branch has been causing 
the Council concern for some time. It was hoped when 
subscriptions were increased in 1937 that the revenue 
provided would enable the affairs of the Branch to be 


earried on without further calls on members. That hope, 
however, has not materialized. A careful investigation 
showed the following to be the financial position in 


November, when your Finance Committee made its recom- 
mendation to Council. 

The Branch had a membership of 1,450, comprised of 
metropolitan members, who pay £5 per annum; full-time 
medical officers, who pay £3 8s. per annum; country 
members, who pay £4 5s. per annum, and junior members, 
who pay £2 15s. per annum. 

These subscriptions compare with those of other Branches 


| as shown in the accompanying table. 


Subscription collections of the Victorian Branch under 
the above-mentioned existing rates for the year ended 
December 31, 1938, aggregated £5,141 3s., representing an 
average of £4 4s. 8d. per member. The corresponding 
figures for the year ended December 31, 1939, are subscrip- 
tions, £5,956 16s. 6d., an average of £4 3s. per member. The 
difference is mainly accounted for by a greater number of 
subscriptions being outstanding at the end of last year 








South 








Victoria. N.S.W Queensland. Australia. Pun Tasmania. 
cs. 4. Es. 4. és 4a | €8 @ | £2 a | £8. 4. 
Metropolitan 5 0 0 6 6 0 712 #0 5 5 0 49 06 440 
Country ee ee ee ee _ 45 0 6 6 O } 612 0 5 0 0 3 8 0 440 
Full-time medical officers .. 3 68 (0 § & 0 | 612 0 3 3 «0 | 49 0 | 440 
Junior members ow - «4 215 0 3 3 0 | 212 6 3.8 0 | 26 6 | 32 0 





(A portion of the Queensland subscription (£2 2s.) is hypothecated for National Insurance purposes.) 
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than at the end of the previous year. On the other hand, 
the expenditure of the Branch for 1938 was £7,182 8s. and 
1939 £7,191 16s. 7d. 


Details of this expenditure are: 








1938. 1939. 
ca & S sa @ 
Salaries and wages 2,192 18 3 2,027 13 8 
Pension—Mr. Crouch 300 0 0 300 0 0 
cs. ad ee he ee 191 10 9 146 13 2 
Stationery eat) Meh’ ager. ee 92 5 8 109 4 
sé sey “ee Sa ee 28 11 7 22 6 2 
PT 216 — 
Travelling ae er ee 68 3 2 § 2 0 
Journals 1c ow Ue oe RO UC 3,070 13 .3* 
Federal Council capitation 
ine sae ole ae 145 0 0 429 6 0 
Rates and taxes .. .. .. 19 13 2 35 19 4 
Debenture interest on ee 257 10 0 278 0 10 
Rebates to subdivisions io 88 14 0 88 14 6 
Lighting and heating .. .. 85 0 0 66 17 3 
Library—books, journals et 
cetera ie er ae Ae 221 12 8 312 19 1 
Telephones iy Se oe aoe 85 12 3 98 19 0 
Incidentals 105 0 0 199 9 0 
£7,182 8 0 £7,191 16 7 





‘This sum is made up as follows: The British Medical Journal, 
£1,848 15s.; THe MepicaL JOURNAL OF AUSTRALIA, £1,450. 

*The British Medical Journal, £1,726 3s. 3d.; THrE MEDICAL 
JOURNAL OF AUSTRALIA, £1,344 10s. 


Expenditure therefore exceeded revenue in the respective 
years by approximately £1,000, and the financial position 
of the Branch would have receded annually by that amount 
but for assistance from the British Medical Insurance 
Company to the extent of approximately £600 per annum. 
The British Medical Insurance Company can be looked to 
for continued assistance, but the Medical Agency unfor- 
tunately is not profit earning and the credit balance at the 
bank has become exhausted. 

The expenditure of £7,182 8s. for 1938 and £7,191 16s. 7d. 
for 1939 represented a membership liability of £5 per 
member. To that liability must be added another 4s. per 
member for which provision must be made following upon 
a resolution of the Federal Council in September last, by 
which its By-law No. 15 (iii) was amended. That amend- 
ment increased the capitation levy of Branches from 2s. to 
not more than 10s. a year; and the increase, by the way, 
was made retrospective to January 1, 1939. The Branch 
must therefore budget to liquidate a liability of £5 4s. per 
member. 

To do that the Finance Committee recommended and 
the Council approved that the rate of subscription should 
be increased as follows: 

Metropolitan members in private practice by £1 6s., 
making the subscription £6 6s. per annum (the 
same as New South Wales). 

Country members by £1, making the subscription £5 5s. 
(£1 1s. less than New South Wales). 

Full-time medical officers by 16s., making the subscrip- 
tion £4 4s. (£1 1s. less than New South Wales). 

Junior members by 5s., making the subscription £3 
(3s. less than New South Wales). 

If all members paid subscriptions at those 
estimated subscription revenue would be: 


rates the 





From 875 metropolitan members at £6 6 0 p.a., £5,512 

» 435 country members se =e w 2,231 
50 full-time medical officer 

members os 2 £8 « 210 

100 junior members ss weet ~«s 300 

£8,253 





or an average subscription of £5 13s. 10d. to liquidate an 
average liability of £5 4s. It may be assumed, however, 











that full subscriptions will not be collected, particularly 
for the duration of the war with a number of members 
absent from their civil practices. Furthermore, there is 
other expenditure to be budgeted for in that there is an 
overdraft at the bank to be liquidated, debentures held by 
members in the Medical Society Hall from time to time will 
have to be redeemed, repairs and renovations of members’ 
property in the hall must. be provided for, and it would be 
a short-sighted policy not to have a margin for contin- 
gencies which will inevitably arise in prosecuting members’ 
interests during the war and immediately following upon 
its cessation. 

I therefore submit that the recommendation is one that 
is necessary to maintain the solvency of the Branch and 
enable it to preserve members’ interests, and I strongly 
urge members to adopt the subscriptions set out in the 
motion as those to be effective from January 1, 1940. 

Dr. Mollison then moved: 

That menibership subscriptions be increased as 
follows: metropolitan members in private practice 
by £1 6s., making the subscription £6 6s. per 
annum; country members in private practice by £1, 
making the subscription £5 5s. per annum; full- 
time medical officers by 16s., making the subscrip- 
tion £4 4s. per annum; junior members by 5Bs., 
making the subscription £3 per annum. 


The motion was seconded by Dr. R. H. Fetherston and 
after a short discussion was carried. 





A meeting of the Victorian Branch of the British 
Medical Association was held at the Medical Society Hall, 
East Melbourne, on February 7, 1940, at the termination 
of the special meeting. Dr. H. C. Corvitie, the President, 
occupied the chair. 


Financial Statements. 

Dr. C. H. Mollison, the Honorary Treasurer, presented 
the statement of receipts and expenditure of the Victorian 
Branch of the British Medical Association and of the 
Medical Society of Victoria for the year ended December 31, 
1939. In presenting the statements, Dr. Mollison addressed 
the members in the following terms. 

The statements of receipts and expenditure of the British 
Medical Association (Victorian Branch) and the Medical 
Society of Victoria for the year ended 3lst December, 1939, 
which I am required as your honorary treasurer to submit, 
are not pleasant reading, for they both show debit balances. 
The balance on the wrong side of the British Medical 
Association’s account, you will see, is £342 11s. 7d., and 
the Medical Society’s £193 6s. 5d. This excess expenditure, 
you will see, has been met by overdrawing on the National 
Bank to the extent of £535 18s. But that is not the whole 
story, for there is an unpaid account with the Federal 
Council for capitation fees of £286 4s. In other words, 
the transactions of the year closed with an undischarged 
indebtedness of £822 2s. The subscriptions for 1939, in 
spite of an increased membership, were less than 1938 by 
£171 iis. 10d. The international situation perhaps 
accounted for this decrease, members overlooking their 
cutstanding subscription account in a close contemplation 
of the tragic implications of another world war. But 
I must remind members that the war has meant increased 
activities by the Association on their behalf, which 
activities have involved increased expenditure. 

Other than subscriptions the only other steady source 
of revenue to the Association is the British Medical 
Insurance Company. Reference to the statements will 
show that from this source the Association benefited very 
substantially. The company made available by direct 
grant £480 toward the medical secretary’s salary, 
£179 15s. 8d. for library purposes, and £1,000 to purchase 
building debentures carrying an interest rate of 5%. These 
debentures were reissued to the Insurance Company at 
an interest of 1%. By this arrangement the saving to the 
Medical Society on debenture interest account on that 
purchase and reissue and the company’s other holdings 
is £89 per annum. I would urge members to bear the 
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BRITISH MEDICAL ASSOCIATION—VICTORIAN BRANCH. 
Statement of Receipts and Expenditure for Year Ended December 31, 1939. 





RECEIPTS. EXPENDITURE. 

ga é i sa é 

To Cash in Hand ae ae on, < as 12 0 0 By Balance at National Bank of Australasia 
» Subscriptions ... o- «6 «« Bea 6 I Ltd., January 1, 1939 iw 6 he xe 122 6 4 
as wk se ae tw ee ces 22 0 0 | ,, Medical Society of Victoria .. .. .. .. 2,744 1 7 
ee os cs #2 @6 e8 «6 © 5§ 2 0 » The British Medical Journal ‘aoe we = oo 2 
mY 016 0 | ,, Medical Benevolent Fund .... .. .. 176 16 6 
» Sundries .. . eo aa 0 2 6) ,, Rebates to Subdivisions .. . ees 88 14 6 
» Medical Benevolent Fund ad : 176 16 6 » Federal Council—Capitation Fees aa 143 2 0 
» Balance at National Bank of Australasia » Salaries a4 ce we Bee em aN 939 3 0 
Ltd., December 31, 1939, Dr. .. .. .. 34211 7] » Cc. S. Crouch— Pension Pet yey yee ee 300 0 0 
| , Postages — be Se ek we ee Se 77 7 2 
nn 6% as sa +6 ee. ee a0. ee 5412 6 
» Printing a ae ee pa a ee 22 61 
| , Sundry Expenses ee a eee ee 49 2 3 
| Bech” an as 66 “ex “pe “Ge mae 717 6 
» Bank Charges ae cas “an Soe. oe 5 9 
» Telephones 45 12 5 
» Lanternist a ee ea eee 110 0 
» Lantern - i kee aaa geet ee 209 
» Travelling Expenses ee th 3 3 6 
» Cash in Hand December 31, 1939 . 12 0 0 
£6,516 5 1 | £6,516 5 1 


Compared with the Books and Accounts of the British Medical Association, Victorian Branch, and found to be in 


accordance therewith. 
Crawrorp H. Moriison, Hon. Treasurer. J. V. M. Woop & Co., 
Epear H. Warp, Financial Secretary. Chartered Accountants (Aust.). 


Melbourne, January 23, 1940. 





MEDICAL SOCIETY OF VICTORIA. 
Statement of Receipts and Expenditure for Year Ended December 31, 1939. 











RECEIPTS. ' EXPENDITURE. 

£ s. d. > a2 |S 

To Subscriptions... 2,744 1 7 By Balance at National Bank of Australasia 
» British Medical Insurance Co. Remittance Ltd., January 1, 1939 Sy aT ee 141 8 6 
for Purchase of Debentures .. .. .. 1,000 0 0 » THE MEDICAL JOURNAL OF AUSTRALIA .. .. 1,344 10 0 

» British Medical Insurance Co. Grant... .. 480 0 0 » Library— 
» Medical Agency Commission ti 1461 2 Books and Journals .. .. £312 19 1 
» Balance at National Bank of Australasia Less Contributions from 
Ltd., December 31, 1939, Dr... .. .. 193 6 5 British Medical Insur- 

: ance Company ‘i.e «= See 2 
~ = 133 3 5 
» Medical Secretary—Salary .. .. .. .. 900 0 0 
” i i 188 10 8 
» Lanternist .. oe a oh we. we 100 
» Travelling Expenses’ scaeacigctas 7 aac case ac 5 2 0 
i cs ne # oh c& «6 «8 we 110 
J i. os oe 26 oe. Oy 68) a 717 6 
| , Postages ee ee ee ee ee ee ee 69 6 0 
» Stationery ... bg ae a 54 10 10 
| , Sundry Expenses ee ae eee aa ae 43 410 
| , Bank Charges .. .. ae ae: ee ab 219 0 
» Rates, Taxes and Insurance ce wae ate ane 35 19 4 
Ss: xe an <6 ¢c Se 60 10 10 0 
» Telephone .. ie kee wha ae 53 6 7 
|» Electric Light and Heating <a Cee ee the 66 17 3 
| ,, Entertainment .. ee a 1410 3 
» Repairs and Alterations a ee ee 46 13 11 
» Office Equipment oA ee eee ee ee ae 24 0 0 
» Gas Radiators .. . a ee ee ae 10 17 3 
» Debenture Redemptions ae ee se ow ee oe 
Te GE aa 6k Oe Swe x 278 0 10 
ee, | Lo 
£4,433 9 2 £4,433 9 2 
———___— | iat ES 
Compared with the Books and Accounts of the Medical Society of Victoria and found to be in accordance therewith. 

Crawrorp H. Mo.tuison, Hon. Treasurer. J. V. M. Woop & Co., 

Epear H. Warp, Financial Secretary. Chartered Accountants (Aust.). 


Melbourne, 23rd January, 1940. 
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British Medical Insurance Company in mind when effecting 
their insurances. In the company members have a very 
real asset, capable of advantaging the Association, and 
thereby members’ interests, to an extent directly pro- 
portioned by the support members extend to the company. 


A comparison of the expenditure items of 1938 and 1939 
is as follows: 


1938. 1939. 
& a &@ & a & 
The British Medical Journal 1,764 9 9 1,726 3 3 
Rebates to subdivisions ioe 7915 3 88 14 6 
Federal Council capitation 
fees Ga Saga ace cane Ya 137 2 0 143 2 
Salaries cio te. uee oe 1,897 8 3 2,027 13 
Mr. Crouch—pension .. .. 300 0 0 300 0 
a6. ae ke ae ws 161 4 9 146 13 
Stationery ee ea ee 7211 6 109 3 
EN ee ks naa a) ew 35 9 22 6 
Sundry expenses .. .. .. 98 2 8 92 7 
Audit fees a ay ee 1515 0 15 15 
ee §11 2 3 4 
Collectors’ commission ee 461 os 
Lanternist and lantern mis 210 0 410 9 
Advertising ee ae Ss ££ @ _ 
Travelling expenses hh > ae 40 6 7 8 5 6 
Repairs and alterations = 626 19 6 46 13 11 
THe MeEpIcAL JOURNAL OF 
AUSTRALIA .. ee 7h 1,373 15 0 1,344 10 0 
ee 6a a. ce eh ee 221 12 5 312 19 1 
Rates, taxes and insurance .. 31 2 5 35 19 4 
Legal expenses ak te Gan 13 2 0 10 10 0 
Telephone a 50 2 1 98 19 0 
Electric light and heating .. 4512 3 6617 3 
Entertainment os ke. a 16 2 6 1410 3 
Furniture and fittings and 
office equipment ee  f & aan 24 0 0 
Debenture interest a ea mm © .. 278 010 


The items under which there has been increased expendi- 
ture are rebates to subdivisions, salaries, stationery, 
printing, library, telephones, electric light and heating, 
and debenture interest. The explanation of these is: 
there was greater activity in the subdivisions during 1938, 
owing to national insurance, which entitled them to 
increased rebates in 1940; adjustments with the national 
insurance fund decreased the 1938 expenditure in respect 
of salaries by £239, telephones by £20 14s. 10d., and electric 
light and heating by £30; printing has been heavy on 
account of new lodge agreement, workers’ compensation 
and evidence for a select committee on child endowment; 
there was increased interest in the library, involving the 
purchase of more books and journals; debenture interest 
for 1938 benefited by £99 10s., the Insurance Company 
agreeing to accept a reduction of interest on its debenture 
holding from 1% to 5%, retrospective to October, 1934. 
Unfortunately, such helpful windfalls do not recur annually. 


Members’ contributions to the Medical Benevolent Fund, 
I am pleased to say, show an improvement of £9 17s. 3d. 
over those of the preceding year. They were still £4 4s. 6d. 
short of the amount received in 1937. I would again urge 
members to bear this fund in mind when drawing their 
subscription cheques. The aim of the fund and the purpose 
for which it is applied are so deserving that they call for 
no special pleading. 


The financial position generally I have just outlined in 
greater detail when dealing with the motion to increase 
the subscription. 


It is in fulfilment of a duty and not with pleasure, as I 
have already stated, that I submit for adoption the state- 
ments of receipts and expenditure of the British Medical 
Association (Victorian Branch) and the Medical Society 
of Victoria for the year ended December, 1939. 

The motion for the adoption of the statements was 
Seconded by Dr. R. H. Fetherston and carried. The state- 
ments are published herewith. 


corr RN ODO 





Wedical Societies. 





THE PUBLIC MEDICAL OFFICERS’ ASSOCIATION 
OF NEW SOUTH WALES. 





Tue fourteenth annual general meeting of the Public 
Medical Officers’ Association of New South Wales was held 
at the British Medical Association House, 135, Macquarie 
Street, Sydney, on January 24, 1940. Dr. Mary EpELsTeN 
Pore was in the chair, and seventeen members were present. 


Financial Statement. 


The Treasurer presented his financial statement, which, 
after discussion, was adopted. It showed receipt of 
£35 10s. 1d. and expenditure of £6 12s. 5d. during the 
year, and a credit balance on December 31, 1939, of 
£512 7s. 2d., which included £400 on fixed deposit. 

A proposal to donate £15 to a patriotic war fund was 
rejected after much discussion, as it was considered 
irregular under the association’s rules. 


Annual Report. 
The annual report, which was adopted, is as follows: 
During the year 1939 the association has continued to 


keep a watchful eye over the interests of its members. 
The committee met nine times, the attendance of Group 


| Representatives being as follows: 


| of the profession. 


Dr. Mary Edelsten Pope 9 Be. G. Ti BOC oo cccces 8 
Dr. H. H. Nowland .... 5 Dr. S. Evan Jones ..... 6 
Dr. J. McManamey .... Dr. J. Cooper Booth ... 8 


Dr. W. K. Flook 
Dr. H. H. Willis (Hon. 
Secretary) 


Dr. Dorothy McClemens 
(elected June, 1939).. 


The number of members on the association’s roll is 115, 
of whom 9 are honorary members on account of their 
retirement from the services on reaching the age limit. 
There are still a few medical officers in the services, 
especially in the junior ranks, who have not yet joined us. 

No social function was held during the year, as a suit- 
able occasion did not occur. 

It is much to be regretted that the association has found 
it again necessary to protest against the appointment of a 
practitioner from without the services to a senior position 
in the New South Wales Health Department. 

Opposition has been expressed to a proposal to employ 
refugee practitioners as technical assistants in Govern- 
ment laboratories in New South Wales. 

Our honorary secretary, by invitation, addressed the 
Council of the New South Wales Branch of the British 
Medical Association early in the year on the salaries claims 
of the association and received a sympathetic hearing. 

Our relations with other service organizations remain 
unchanged. 

The Medical Politics Committee of the New South Wales 
Branch of the British Medical Association coopted the 
honorary secretary again as a member. This gesture is 
appreciated; but it is considered that direct representation 
of public medical officers on the Council of the Branch is a 
better way of ensuring that the point of view of this asso- 
ciation is brought before those who determine the policy 
It is hoped that a recent increase in 


9 
Dr. G. L. C. Saunders... 5 
5 


| subscription will not result in any public medical officers 


relinquishing membership of the British Medical 
Association. 

On the occasion of the biennial salaries review by the 
New South Wales Public Service Board, the Association 


renewed its application for appreciable increases in the 


| salaries of all medical officers in the State Government 


service. On July 10, 1939, the Board heard the associa- 
tion’s delegates, Dr. Pope and Dr. Willis, in support of the 
claim, and listened to them attentively and questioned them 
closely on their submissions. Though the direct result of 
this application has been disappointing, it is hoped that, 
as in previous years, some indirect benefits may follow in 
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the near future. This matter should be taken up again in 
1941, when it is hoped that the international situation and 
the state of the public finances will have greatly improved. 

Careful consideration has been given to the position of 
public medical officers who may go on military service. As 
the State Government is paying the difference between the 
civil and military pay of all its servants who may join the 
defence forces, and as our Federal members are with few 
exceptions above military age, it would seem that a 
financial scheme to equalize sacrifices is not necessary in 
this State. 


Election of Office Bearers. 


The following were elected office bearers for the year 
1940: President, Dr. E. H. Rutledge; Honorary Auditor, 
Dr. J. McGeorge; Honorary Secretary, Dr. H. Hastings 
Willis. The Committee elected by groups consists of the 
President and Dr. S. Evan Jones and Dr. H. H. Nowland 
(Mental Hospitals), Dr. J. Cooper Booth, Dr. C. E. Percy 
and Dr. J. McManamey (New South Wales Health Depart- 
ment), Dr. Dorothy McClemens and Dr. W. K. Flook 
(Education Department), Dr. G. L. C. Saunders (Works 
and Railways), and Dr. H. H. Willis (Repatriation 
Department). 


Vote of Thanks. 


The meeting terminated with a hearty vote of thanks 
to Dr. Edelsten Pope for her services to the Association. 





Public bealtb. 





ANTI-CANCER COUNCIL OF VICTORIA. 





A Puysicat Service ror THE STATE OF VICTORIA. 

Tue Executive Committee of the Anti-Cancer Council 
of Victoria wishes to bring under the notice of members 
of the medical profession the terms of an agreement 
entered into between the Anti-Cancer Council of Victoria 
and the Commonwealth Department of Health for the 
purpose of providing a physical and radon service for the 
State of Victoria. The service is to be rendered by the 
Commonwealth X-Ray and Radium Laboratory at the 
University of Melbourne and the council is subsidizing the 
Commonwealth Department of Health to the extent of 
£500 per annum for the purpose. 


The details of the agreement entered into and of the 
services provided are set out hereunder: 


1. The department will provide a physical service for 
Victoria for the following purposes: 


(a) The periodical calibration of dosimeters 
Victorian hospitals. 

(b) The calculation of radium and radon and X ray 
dosages in cooperation with radiotherapists in 
hospitals. 

(c) The measurement of the output of X ray plants in 
Victorian hospitals under varying conditions, the 
determination of the quality of X ray beams and the 
determination of the depth dosages so that the 
dosage distributed through tissue irradiated through 
a number of ports may be calculated. 

(ad) The giving of advice concerning protection measures, 
the supervision of working conditions in this 
respect, and the routine measurement of exposure 
received by workers associated with radium, radon 
and X rays both diagnostic and therapeutic. 

(e) The investigation of physical problems bearing upon 
the efficiency of X ray plants and the application of 
X rays in treatment. 


2. The department will continue to supply radon free of 
charge for hospital use up to the same quantity as is 
supplied under existing arrangements with other hospitals, 
and will continue to bear the cost of radon containers and 
other material and equipment in connection with the radon 


in all 





service. Provided that in respect of any radon containers 
issued to a hospital and not returned by the hospital to 
the laboratory, payment will be made to the department by 
the hospital concerned as under existing arrangements. 

3. The council will, in consideration of the above 
services, pay to the department the sum of £500 per annum 
for the duration of the agreement, commencing from 
July 1, 1939. 

4. The physical and radon service for Victoria will be 
mainly performed by the assistant physicist who is a 
member of the laboratory staff under the full control and 
direction of the  physicist-in-charge. Although the 
physicist in charge of the laboratory and the physicist, 
radium branch, will both give ‘attention to Victorian 
requirements, the assistant physicist will be available not 
only for the routine physical service to Victoria, but also 
for special investigational work in physical problems as 
may be desired by the council and arranged for between 
the council and the physicist-in-charge. Accommodation 
shall be provided at the laboratory for physical research 
officers, not necessarily officers of the department, as may 
be agreed between the department and the council. 

5. Travelling Expenses——Any travelling expenses 
incurred by the physicist in charge of the laboratory and 
by the physicist, radium branch, in connexion with the 
services referred to in this agreement will be paid by the 
department. Any travelling expenses incurred by the 
assistant physicist in respect of duties performed for or 
on behalf of the council in respect of physical or radon 
services in Victoria will be paid by the council. Provided 
that no travelling outside the metropolitan area will be 
undertaken by the assistant physicist on behalf of the 
council unless the physicist in charge of the laboratory 
receives authority from the council. 

6. Equipment.—Equipment owned by the laboratory will 
be available without cost for use in connexion with the 
local physical services and for investigational work by 
the assistant physicist. Special equipment which may be 
required for use in the Victorian service alone and not 
for laboratory purposes generally will not be provided by 
the laboratory. 

7. The department will continue to supply to private 
practitioners: (a) excess radon after the demands of 
public hospitals have been fulfilled; (b) facilities for 
physical service. Both these services will be provided 
upon terms which the department will determine’ after 
consultation with the private practitioners. 





Maval, Wilitary and Ait Force. 





APPOINTMENTS. 





Tue undermentioned appointments, changes ef cetera 
have been promulgated in the Commonwealth of Australia 
Gazette, Numbers 17 and 22, of February 1 and 8, 1940. 


Tue Seconp AUSTRALIAN IMPERIAL Force. 
Australian Army Medical Corps. 

To be Captains—Honorary Captains A. E. Vivian, Reserve 
of Officers (A.A.M.C.), 5th Military District, with regi- 
mental seniority next after Captain R. Drummond, 13th 
October, 1939, and J. J. Ryan, Reserve of Officers 
(A.A.M.C.), 1st Military District, with regimental seniority 
next after Captain T. S. Douglas. 

To be Captain—Captain S. J. Douglas, Australian Army 
Medical Corps, 4th Military District, with regimental 
seniority next after Captain J. F. McCulloch, 13th 
November, 1939. The notification respecting the appoint- 
ment of Captain T. S. Douglas which appeared in Executive 
Minute No. 14/1940, promulgated in Commonwealth Gazette, 
No. 13, of 25th January, 1940, is cancelled. 

To be Major—Captain W. W. Lempriere, 13th October, 
1939. 
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AUSTRALIAN MILITARY Forces. 
NORTHERN COMMAND. 
First Military District. 
Australian Army Medical Corps. 

To be Majors (temporarily)—Captains N. L. Sherwood, 
0. E. Nothling, W. E. E. Langford and L. M. Outridge, 
rd January, 1940; Lieutenant-Colonel N. C. Talbot, M.C., 
E.D., is appointed to command the 11th Field Ambulance, 
lst November, 1939, vice Major T. A. Parry seconded to 
2nd Australian Imperial Force; Honorary Captain C. H. 
Sippe is appointed from the Reserve of Officers (A.A.M.C.) 
and to be Captain (provisionally) supernumerary to estab- 
lishment pending absorption, 18th December, 1939; 
Honorary Captains H. A. Retallick and D. Yeates are 
appointed from the Reserve of Officers (A.A.M.C.) and to 
be Captains (provisionally), 18th December, 1939; Honorary 
Captains T. R. Biggs and T. V. Stubbs-Brown are appointed 
from the Reserve of Officers (A.A.M.C.) and to be Captains 
(provisionally) supernumerary to establishment pending 
absorption, 18th December, 1939; Honorary Captain G. C. H. 
Hogg is appointed from the Reserve of Officers (A.A.M.C.) 
and to be Captain (provisionally) supernumerary to estab 
lishment pending absorption, 21st December, 1939; Captain 
(provisionally) D. A. B. Carter is transferred to the Reserve 
of Officers (A.A.M.C.) and to be Honorary Captain, 2nd 
January, 1940. 

To be Captain (provisionally)—Llewellyn Swiss Davies, 
9th January, 1940. Major W. Park from the command of 
the 5th Field Hygiene Section is appointed to command 
the 1st Cavalry Field Ambulance and is granted the rank 
of Temporary Lieutenant-Colonel, 5th November, 1939, vice 
Lieutenant-Colonel B. F. R. Stafford, who relinquishes the 
command on 4th November, 1939, and is transferred to the 
Reserve of Officers (A.A.M.C.), 5th November, 1939. 

Major (temporarily) S. Julius is appointed to command 
the 5th Field Hygiene Section, 7th November, 1939, vice 
Major W. Park, who relinquishes the command on 4th 
November, 1939. Honorary Captains G. W. Pottinger and 
J. J. Ryan are appointed from the Reserve of Officers 
(A.A.M.C.) and to be Captains (provisionally), 12th 
October, 1939. 


Australian Army Medical Corps Reserve. 
To be Honorary Lieutenant—Alfred John Hancock, 9th 
January, 1940. 


EASTERN COMMAND. 


Command Headquarters: Staff. 

Major S. H. Lovell, Australian Army Medical Corps, is 
appointed Assistant Director of Medical Services, Eastern 
Command, and is granted the temporary rank of Lieutenant- 
Colonel, 7th December, 1939. 


Second Military District. 
Australian Army Medical Corps. 


To be Captains (provisionally)—Lorimer Fenton Dods, 
Ashleigh Osborne Davy, Ian Murray Mackerras, Alan 
Rudford Colwell, Robert Drummond, Roger Andre 
Playoust, Keith Boyce Armstrong, Philip Hudson Macindoe, 
Eric Alfred Hedberg, Fenwick D’Arcy Moore Williams, 
James Fishbourne McCulloch, 12th October, 1939; Honorary 
Major A. S. Walker is appointed from the Reserve of 
Officers (A.A.M.C.) and to be Major (provisionally), 12th 
October, 1939; Honorary Captain R. V. Graham is appointed 
from the Reserve of Officers (A.A.M.C.) and to be Captain 
(provisionally), with regimental seniority next after 
Captain (provisionally) H. G. D. Cookson, 12th October, 
1939: Captain D. W. McCredie, M.C., is appointed from the 
Reserve of Officers (A.A.M.C.), 12th November, 1939. 


SOUTHERN COMMAND. 
Third Military District. 
Australian Army Medical Corps. 


Captain J. I. Hayward is seconded for a further period 
of two years from 22nd December, 1939. 
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To be Captains (provisionally)—Esmond Venner Keogh, 
Julian Ormond Smith, William John Laurence Duncan, 
Ernest Reginald Crisp, Robert Officer, Norman Russell 
Godby, Kiernan John Joseph Dorney and Ellis Forbes 
Mackenzie, 12th October, 1939; Honorary Captain K. C. 
Ross is appointed from the Reserve of Officers (A.A.M.C.) 


| and to be Captain (provisionally), with regimental seniority 


next after Captain (provisionally) H. F. G. McDonald, 12th 
October, 1939; Honorary Captain E. S. J. King is appointed 
from the Reserwe of Officers (A.A.M.C.) and to be Captain 
(provisionally), with regimental seniority next after 
Captain (provisionally) K. C. Ross, 12th October, 1939. 


Fourth Military District. 
Australian Army Medical Corps. 

To be Captains (provisionally)—Edmund Britten Jones 
and Neville Pickernell Wilson, 12th October, 1939; Honorary 
Major L. C. E. Lindon is appointed from the Reserve of 
Officers (A.A.M.C.) and to be Major (provisionally), 12th 
October, 1939; Honorary Captains C. Gurner and K. H. 
Head are appointed from the Reserve of Officers (A.A.M.C.) 
and to be Captains (provisionally), 12th October, 1939. 


Sixth Military District. 
Command Headquarters: Staff. 
Lieutenant-Colonel W. L. Crowther, D.S.0O., V.D., Aus- 
tralian Army Medical Corps, relinquishes the appointment 
of Deputy Assistant Director of Medical Services, 30th 
September, 1939. 


WESTERN COMMAND. 


Command Headquarters: Staff. 
Major G. B. G. Maitland, Australian Army Medical Corps, 
relinquishes the appointment of Assistant Director of 
Hygiene, 12th December, 1939. 


Fifth Military District. 
Australian Army Medical Corps. 

Honorary Captains A. E. Vivian, R. R. Anderson, R. W. 
Johnson, R. R. Andrew and N. H. Robinson are appointed 
from the Reserve of Officers (A.A.M.C.) and to be Captains 
(provisionally), 12th October, 1939.—(Ex. Min. No. 23— 
Approved 7th February, 1940.) 


Australian Army Medical Corps Reserve. 

To be Honorary Captains—Percival William Shanahan, 
Allan Bickford Webster, Bernard St. Patrick Gillett, Philip 
Cornelius Hogan and James Edward McMahon, 23rd 
December, 1939; Alan Joshua Beaumont and John Michael 
Flynn, 2nd January, 1940. 


Award of the Australian Efficiency Decoration. 
Australian Army Medical Corps.—Lieutenant-Colonel D. 
S. Mackenzie, D.S.0O.—(Ex. Min. No. 19—Approved 3ist 
January, 1940.) 


Royat AvsTRALIAN AtR Forcr. 


Citizen Air Force. 
Medical Branch. 


The following are granted commissions on probation as 
Flight Lieutenants, with effect from 17th January, 1940: 
Alan Harry Penington, M.D., B.S., Brian Patrick Kennedy 
Ryan, M.B., B.S., Charles Pattinson Ley, M.B., B.S., and 
Ian Harry Cuming, M.B., B.S. 


Reserve: Medical Branch. 


The following are granted commissions on probation 
with the rank of Flight Lieutenant, with effect from 20th 
January, 1940.—Rupert Gordon Weaver, M.B., B.S., John 
Strahan Bothroyd, M.D., M.S., M.R.A.C.P., and Clyde 
Cornwall Fenton, M.B., B.S., B.Sc—(Ex. Min. No. 5— 
Approved 31st January, 1940.) 
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Dbituarp. 





CYRIL PHILLIPS BRYAN. 





We are indebted to Dr. Roland Nattrass and Dr. J. 
Gordon Hislop for the two following appreciations of the 
late Dr. Cyril Phillips Bryan, who was for some years 
the representative in Western Australia of the Editor of 
this journal. 


Dr. Roland Nattress writes: The news of the death, 
whilst on a short visit to America, of Dr. Cyril Bryan, a 
well-known Perth medical man, was received in Perth 
with the very deepest regret. 

The late Dr. Bryan had lived a life so full of travel and 
adventure that it was a real joy to listen to many of his 
exciting adventures in the South African Constabulary, or 
during the Sinn Fein rebellion or even his less daring 
adventures round about Harley Street. 

He was born in Western Australia in 1885; he received 
his early education at one of the leading schools in 
Western Australia—Christian Brothers’ College. He and 
his brother William, who was killed in action at Messines, 
were the first and second scholars of this school. During 
his school days he gained a scholarship for the Adelaide 
University, although he did not avail himself of this 
scholarship. The Western Australian University had not 
then been established. 

Leaving school at fifteen, he entered the Tramway 
Service, devoting his leisure to the volunteer artillery, 
but the following year he really commenced his extra- 
ordinary life of adventure. At this time he made many 
attempts to join contingents leaving this State and finally 
went at his own expense to South Africa, where he 
entered the South African Constabulary, with which he 
served until the completion of the Boer War. At the out- 
break of the rebellion of Natal in 1906 he volunteered and 
was accepted for Sir Abe Bailey’s mounted force which 
took part in quelling the rising. Returning to* Perth for 
a short time, he later left to take up an appointment with 
the Revenue Department at Madras, India. He then 
returned to Perth and soon became a City Councillor, but 
the outbreak of the Great War found him at the end of 
his first year in medicine, at the newly established 
University of Western Australia, and he joined the first 
artillery division of the Australian Imperial Force and 
rose to the rank of captain, but was shell-shocked and 
returned to Australia in 1917. He then decided to con- 
tinue his medical studies at Newman College, Melbourne. 
These studies were interrupted for a short time whilst 
he was an unsuccessful candidate for the Senate, when 
the conscription issue was at its height, and then he 
completed his studies in Dublin, arriving there in 1920 
when the Sinn Fein rebellion was very active. As a 
student at the University College and the Rotunda Hos- 
pital he had many exciting moments during the Black 
and Tan raids. He practised in Harley Street, and then 
returned to Perth, where he became one of Perth’s best 
known citizens. He was the editor of the West Awstralian 
Clinical Reports, which is issued under the direction of 
the honorary staff of the Perth Hospital, and a prolific 
writer in all the Western Australian papers, especially 
under the pen name of “Physicus”. He was also the 
author of many books, the best known of which are 
“Round about Harley Street”, “How I was Born” and “Off 
with His Head”. 

He was a man greatly sought after as a lecturer on 
either medical or other topics and he was never at a loss 
to thrill his audiences with great tales of the past. He 
has been known to shock greatly certain female clubs in 
his lectures, only to be embarrassed by a request for a 
repeat of the lecture to an overfilled audience. 

Dr. Bryan was a man whom many knew and he will be 
greatly missed by all, but more especially those who were 
so delighted in listening to his many tales of life both in 
and out of the medical profession. 








Dr. J. Gordon Hislop writes: A man of many parts. 
This may be truthfully said of the late Cyril Phillips 
Bryan. The State of Western Australia will deplore the 
passing of Dr. Bryan which occurred at Reno, Nevada, on 
January 17, 1940. 

Bryan, who was born in 1885, was with his brother 
William the first student at Christian Brothers’ College, 
Perth. Here he had a brilliant career up to the age of 
fifteen years, when he left school to join the training 
service. 

In 1901, after many fruitless attempts to join up with 
the Australian forces for South Africa, Bryan went on 
his own initiative to South Africa, joining on arrival 
there the South African Constabulary. After the war he 
transferred to Swaziland and was in 1906 a member of 
Sir Abe Bailey’s mounted force which quelled the rising 
at Natal. 

After further journeyings to India he returned to Perth, 
where union work with the Clerks’ and later the Railway 
Officers’ Union occupied his time and as usual his 
energies. At this time he represented the East Perth ward 
of the Perth City Council. 

When war broke out in 1914 Bryan had started his first 
year medicine in the young University of Western Aus- 
tralia. One of the first to join up, Bryan rendered dis- 
tinguished service, rising to the rank of captain, but a 
severe attack of shell shock and infection with bilharzia 
terminated his military services. These two disabilities 
were the cause of much ill health which he bore with 
fortitude. His energy was still overflowing and, though ill, 
in 1917 carried the Labour banner in the Senate elections 
when the conscription issue was at its peak. 

In 1918 he entered the Melbourne University to resume 
his medical studies, but in 1920 went to Dublin where 
he graduated in 1922. During these two years he spent 
his leisure time in fighting his  bilharziosis, fairly 
successfully. 

Bryan practised in Camberwell, London, and later in 
Harley Street, but about 1930 he was tempted to visit his 
ageing mother and the West kept him. A large practice 
was soon established, but in 1935 illness again laid him 
low. A severe coronary thrombosis had occurred and 
during the long convalescence a return of the shell-shock 
and of his old urinary symptoms called upon every ounce 
of his vitality. After a gallant struggle Bryan appeared 
to recover and carried on as before, only his intimate 
friends knowing of his attacks of angina pectoris. 

As a writer Bryan enjoyed conspicuous success. Whilst 
in England he spent much of his time in exploring the 
archives of the British Museum for matter relating to the 
history of his native State, and the results of his research 
have been donated to the Western Australian Historical 
Society. Literary pursuits also occupied much of his 
time, and his work in this direction resulted in the pro- 
duction for the first time in English of the Papyrus Ebers. 
This exacting task, which required his learning both the 
German and ancient Egyptian languages, took five years 
to complete and its production involved study in Berlin 
and Vienna. 

Several books. of more than average appeal came from 
his pen, the best known of which are “Round about Harley 
Street” and “Off with His Head”. Bryan was a frequent 
contributor to the West Australian, his earliest being his 
experiences with the Australian Imperial Force in 
France. Later under the pen name of “Physicus” articles 
of medical interest written for public education appeared 
regularly in its columns, whilst his researches into the 
early history of Perth were eagerly awaited by readers 
of the weekly literary supplement of that paper. 

Bryan was a gifted and much sought after speaker who 
could tell a story in a manner that was the envy of all. 
His wit and subtle humour combined with his intense 
earnestness leavened many a medical meeting. 

When Bryan arrived in Western Australia the pro- 
fession was keenly feeling the need of a medical library, 
and although others had started it, no one will deny that 
its present state of efficiency is the result of Bryan’s 
untiring energy. Because of his literary ability his 
brethren were not slow to call upon him to act as editor 
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to the proposed journal. Thus we find Bryan, in addition 
to all his other interests, in the role of editor of the 
Western Australian Clinical Reports. 

It is safe to say that every corner of the community will 
miss Cyril Bryan. His friends will long remember him 
for his unselfish service to his profession and to his 
State, as well as for the courage and fortitude with which 
he kept pace with life in the face of almost constant ill 
health. 





GORDON WILLIAM SINGER MARR. 





WE regret to announce the death of Dr. Gordon William 
Singer Marr, which occurred on February 8, 1940, at 
Sydney, New South Wales. 





FRANCIS HENRY VIVIAN VOSS. 





WE regret to announce the death of Dr. Francis Henry 
Vivian Voss, which occurred on February 15, 1940, at 
Bellevue Hill, New South Wales. 





Correspondence. 





BACTERIOLOGY FOR SCIENCE STUDENTS. 





Sir: Last year, for the first time at this university, a 
course was given in bacteriology to senior science students. 
The standard of work was the same as that required for 
the diploma of bacteriology of the London School of 
Hygiene and Tropical Medicine. At present it is intended 
to hold similar courses in alternate years. 

This information may interest some of your readers 
desiring to obtain the services of competent bacteriologists. 

Yours, etc., 
Nancy ATKINSON, 
Lecturer in Bacteriology. 

The University of Adelaide, 

Adelaide, 
February 5, 1940. 


Research. 





INTERNATIONAL BIOLOGICAL STANDARDS. 





Svupptirs of international standards for the gonadotrophic 
substance of pregnant mares’ serum, and the lactogenic 
(crop gland stimulating) substance of the anterior lobe 
of the pituitary gland (prolactin, galactin, mammotrophin) 
have been forwarded to the Commonwealth Serum Labora- 
tories by the Department of Biological Standards, Medical 
Research Council, Hampstead, London, on behalf of the 
Health Organization of the League of Nations, in accord- 
ance with the recommendations of the Third International 
Conference on the Standardization of Hormones, held at 
Geneva on August 11 to 13, 1938. 

The Commonwealth Serum Laboratories act as the 
national distributing centre of international standards for 
Australia. 

Further particulars concerning these standards required 
by any scientific worker, together with any request for 
distribution thereof, should be made to the Director, 
Commonwealth Serum Laboratories, Parkville, N.2, 
Melbourne. 





Wedical rises. 


be) 


THE FRANCIS AMORY SEPTENNIAL PRIZE OF THE 
AMERICAN ACADEMY OF ARTS AND SCIENCES. 








In compliance with the provisions of the will of the late 
Francis Amory, the American Academy of Arts and 
Sciences, as trustee of a fund given by the testator, 
announces a prize, to be known as “The Francis Amory 
Septennial Prize”, to be awarded for conspicuously meri- 
torious work performed during the immediately preceding 
septennial period, “through experiment, study or otherwise, 
in the treatment and cure of diseases and derangement of 
the human sexual generative organs in general, and more 
especially for the cure, prevention or relief of the retention 
of urine, cystitis, prostatitis et cetera”. While the donor 
wished especially to reward the discovery of any new 
method of treatment, he expressly authorized that the prize 
might be given to any author who might have contributed 
any theoretical or practical treatise of extraordinary or 
exceptional value and merit on the anatomy of said 
organs or the treatment of their diseases. 

If there shall appear work of a quality to warrant it, the 
first award will be made in 1940. The total amount will 
exceed $10,000, which may be divided at the discretion of 
the academy among several nominees. While formal 
nominations are not expected and no essays or treatises in 
direct competition for the prize are desired, the committee 
invites suggestions looking toward the wise performance 
of their duty. Communications on this subject should 
reach the committee not later than May 15, 1940, and 
should be addressed in care of the American Academy 
of Arts and Sciences, 28, Newbury Street, Boston, 
Massachusetts, United States of America. The members 
of the committee on the Francis Amory Septennial Prize 
are: Dr. Roger I. Lee, Chairman; Dr. Walter B. Cannon, 
Dr. David Cheever, Professor Leigh Hoadley, Dr. William 
C. Quinby, Dr. E. E. Tyzzer and Dr. Soma Weiss, Secretary. 





Proceedings of the Australian Medical 
Boards. 





TASMANIA. 





THE undermentioned have been registered, pursuant to 
the provisions of the Medical Act, 1918, of Tasmania, as 
duly qualified medical practitioners: 

Hannan, Horace Wellesley, M.B., B.S., 
Melbourne), Federal Street, Hobart. 

Alexander, David Ancrum, M.B., B.S., 1939 (Univ. Mel- 
bourne), Public Hospital, Launceston. 


1936 (Univ. 


Anderson, Keith Daubert, M.B., B.S., 1939 (Univ. 
Melbourne), Public Hospital, Launceston. 
White, Alexander John Middleton, M.B., B.S., 1939 


(Univ. Melbourne), Royal Hobart Hospital, Hobart. 





QUEENSLAND. 





THE undermentioned have been registered, pursuant to 
the provisions of The Medical Act, 1939, as duly qualified 
medical practitioners: 

Deloughery, John Cyril, M.B., 1936 (Univ. Sydney), 
c.o. Langham Hotel, Warwick. 

Walters, Lynn David, M.B., B.S., 1937 (Univ. Sydney), 
c.o. D. F. Walters, Nanango. 

Kelly, William Ryton, M.B., B.S., 1902 (Univ. Mel- 
bourne), 1, Elystan Court, Elystan Road, New 
Farm. 
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Special Motice. 





Memsers of the Victorian Branch are advised to com- 
municate with the Medical Secretary before committing 
themselves to the purchase of any encyclopedia. 





Meminations an’ Elections. 





THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 


Prentice, Derek Joseph Pearson, M.B., 1939 (Univ. 
Sydney), “Woodford”, Holdsworth Avenue, 
Wollstonecraft. 


The undermentioned have been elected members of the 
New South Wales Branch of the British Medical 
Association: 


Epstein, Benjamin, M.B., B.S., 
St. George District Hospital, Kogarah. 
Hazelton, Ronald William, M.B., B.S., 1937 

Sydney), 60, Roseville Avenue, Roseville. 
Hinder, David Clive Critchley, M.B., B.S., 1940 (Univ. 


1938 (Univ. Sydney), 
(Univ. 


Sydney), Royal Prince Alfred Hospital, Camper- 
down. 
Meek, Victor Robertson, M.B. B.S., 1938 (Univ. 


Sydney), Lismore Base Hospital, Lismore. 
Robson, Graeme Alvin, M.B., B.S., 1940 (Univ. Sydney), 
4, Milner Street, Mosman. 
Ryan, Clement Maurice, M.B., B.S., 1939 (Univ. 
Sydney), Royal South Sydney Hospital, Zetland. 
Tinckam, Mervyn Norman, M.B., B.S., 1940 (Univ. 
Sydney), Marrickville District Hospital, Marrick- 
ville. 
Walsh, Robert John, M.B., B.S., 1940 (Univ. Sydney), 
Sydney Hospital, Sydney. 
Wunderlich, Theodor, M.B., 
Box 13, Balranald. 
Clarke, Marcus Carlyle, M.B., B.S., 1937 (Univ. 
Sydney), Keningan, via Jessetton, British North 
Borneo. 


1939 (Univ. Sydney), 


is 
—_—- 


Diary for the Wontbd. 








27.—New South Wales Branch, B.M.A.: 
Committee. 

28.—Victorian Branch, B.M.A.: Council. 

29.—South Australian Branch, B.M.A.: Branch. 

29.—Federal Council, B.M.A.: Meeting,  omeeneee 

1.—Queensland Branch, B. M.A.: Branc 

5.—New South Wales Branch, B.M.A.: —_— and 
Science Committee. 

6.—Victorian Branch, B.M.A.: Branch. 

6.—Western Australian Branch, B.M.A.: Council. 

7.—South Australian Branch, B.M.A.: Council. 

8.-—Queensland Branch B.M.A.: Council. 

12.—Tasmanian Branch, B.M.A.: Branch. 

12.—New South Wales Branch, B.M.A.: Ethics Committee ; 
Executive and Finance Committee. 


—— 


Wedical Appointments Vacant, etc. 


rr 3 


Mar. 
Mar. 


Mar. 
Mar. 
Mar. 


Mar. 





For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xvi-xviii. 





ADELAIDE CHILDREN’S Hosp1TaL, ADELAIDE, SOUTH AUSTRALIA: 
Temporary Honorary Visiting Pathologist. 
Atrrep HosPITAL, PRAHRAN, Victorta: Medical Officers. 


Strate Execrriciry Commission or Victorta: Resident 
Medical Officer. 


Medical Politics 








Wevical Appointments: Important Motice, 





MEDICAL rae | are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 








BRANCHES. APPOINTMENTS. 








Australian Natives’ Associati 

Ashfield and — United ” Priendly 
Societies’ Dispensa: 

— — Friendiy Societies’ Dis- 


Leichhardt and Petersham United 
Friendly Societies’ Dispensary. 
Manchester Unity Medical and Dispen- 
sing Institute, Oxford Street, Sydney. 
North Sydney Friendly Societies’ Dis- 

pensary Limited. 
3 - [cree Assurance Company 


New SoutH WALBsS: 

Honorary Secretary, 

135, Macquarie Street, 
Sydney. 


mited. 
Phenix Mutual Provident Society. 





Associated Medical Services Limited. 
All Institutes or Medical Dispensaries. 
Australian Prudential Association, Pro- 


) on Honorary prietary, Limited. 





Secreta: Medical} Federated Mutual Medical Benefit 
Soclety ‘Hall, Bast Society. 
elbourne. Mutual National Provident — 
National Provident Associati 
Hespital or other appointments outside 
Victoria. 
Brisbane Associate Friendly Societies’ 
Medical Institute. 
Proserpine District Hospital. 
QUEENSLAND: Honor-| Members accepting DGE appoint- 


ments and those desiring to accept 
appointments to any COUNTRY 
HOSPITAL or position outside 
Australia are advised, in their own 
interests, to submit a copy of their 


ary Secretary, B.M.A. 
House, 225, Wickham 
Terrace, 2 om 








Agreement to the Council before 
signing. 
SoutH AUSTRALIAN: All —— appointments in South Aus- 
Secretary, 178, North 


trali 
All Contract + ee Appointments in 


Terrace, Adelaide. South Austral 





‘ 
ah 


Hono 
205, ‘Saint 


Terrace, | 


WESTERN 
TRALIAN : 
Secretary, 
George’s 
Perth 


Wiluna Hospital. 
All Contract Practice Appointments in 
Western Australia. 








Editorial Motices. 





MANuscriIPts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THB 
MeEpIcaL JouRNAL OF AUSTRALIA alone, unless the contrary be 
stat 


All communications should be addressed to the Editor, THs 
MepicaL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
Tue MEDICAL JouRNAL oF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of es unless such a notification is received within one 
month. 


SuBSCRIPTION RatTes.—Medical students and others not 
receiving THE MepicaL JouRNAL oF AusTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can me subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 





